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FISCAL  YEAR  1994  DEPARTMENT  OF  VETERANS 
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THURSDAY,  MARCH  18,  1993 

House  of  Representatives, 
Committee  on  Veterans  Affairs, 

Washington,  DC. 

The  committee  met,  pursuant  to  call,  at  9:30  a.m.,  in  room  334, 
Cannon  House  Office  Building,  Hon.  G.V.  (Sonny)  Montgomery 
(chairman  of  the  committee),  presiding. 

Present:  Representatives  Montgomery,  Penny,  Rowland,  Sang- 
meister,  Long,  Filner,  Tejeda,  Gutierrez,  Baesler,  Bishop,  Clyburn, 
Kreidler,  Stump,  Smith,  Ridge,  Spence,  Hutchinson,  Everett, 
Buyer,  Quinn,  Linder. 

OPENING  STATEMENT  OF  CHAIRMAN  MONTGOMERY 

The  Chairman.  The  committee  will  be  in  order. 

For  the  past  several  years,  AMVETS,  the  Disabled  American 
Veterans,  the  Paralyzed  Veterans  of  America,  and  the  Veterans  of 
Foreign  Wars  have  worked  together  on  what  is  now  commonly  re- 
ferred to  as  the  Independent  Budget.  This  document  has  been  very 
helpful  to  the  committee,  and  I  really  commend  the  organizations 
for  the  work  and  expense  involved  in  putting  this  document  togeth- 
er. What  is  impressive  is  that  these  veterans'  organizations  are 
working  together.  They  are  making  decisions  as  a  group  rather 
than  as  individual  organizations.  That  is  good  for  all  veterans  and 
for  the  country  as  well.  It  certainly  helps  us  here  in  Congress. 

This  morning  we  will  hear  from  representatives  of  these  four  or- 
ganizations on  their  proposed  fiscal  year  1994  budget.  Following 
their  remarks  and  questions  from  Members,  we  will  hear  from  the 
Non  Commissioned  Officers  Association  and  the  Friends  of  VA 
Medical  Care  and  Health  Research. 

I  would  like  to  recognize  Mr.  Stump,  the  ranking  minority 
member  on  the  Veterans  Affairs  Committee. 

[The  prepared  statement  of  Chairman  Montgomery  appears  at 
p.  69.] 

Mr.  Stump.  Thank  you,  Mr.  Chairman.  I  would  like  to  extend  a 
warm  welcome  to  the  veterans  service  organizations  here  who  have 
formulated  this  1994  Independent  Budget.  Through  their  expert 
analysis,  the  AMVETS,  the  DAV,  PVA,  and  the  VFW  have  earned 
widespread  credibility  for  their  budget  views,  and  I  commend  them 
for  this  important  service  that  they  provide  to  us  and  welcome 
them  here  this  morning. 

Thank  you,  Mr.  Chairman.  That  is  all  I  have.  Your  turn. 

(l) 


The  Chairman.  The  chair  would  like  to  have  our  Independent 
Budget  panel  come  forward  and  take  their  seats,  please:  Richard 
Schultz  of  the  Disabled  American  Veterans,  Bob  Skornik  of  Para- 
lyzed Veterans,  Jim  Magill  of  the  Veterans  of  Foreign  Wars,  Mi- 
chael Brinck  of  AMVETS. 

Why  don't  you  start  off,  Rick?  Your  name  is  first  on  the  list 
here. 

Mr.  Schultz.  Thank  you,  Mr.  Chairman. 

The  Chairman.  We  would  like  you  to  submit  your  statements, 
without  objection,  and  summarize  your  statements,  if  you  would, 
because  I  am  afraid  we  are  going  to  have  some  votes  in  a  little 
while. 

STATEMENTS  OF  RICHARD  F.  SCHULTZ,  ASSISTANT  NATIONAL 
LEGISLATIVE  DIRECTOR,  DISABLED  AMERICAN  VETERANS; 
BOB  SKORNIK,  ASSOCIATE  LEGISLATIVE  DIRECTOR,  PARA- 
LYZED VETERANS  OF  AMERICA;  JAMES  N.  MAGILL,  DIRECTOR, 
NATIONAL  LEGISLATIVE  SERVICE,  VETERANS  OF  FOREIGN 
WARS;  MICHAEL  F.  BRINCK,  NATIONAL  LEGISLATIVE  DIREC- 
TOR, AMVETS 

STATEMENT  OF  RICHARD  F.  SCHULTZ 

Mr.  Schultz.  Thank  you,  Mr.  Chairman.  We  have  already  sub- 
mitted our  statement,  and  I  will  try  and  be  brief  in  my  remarks. 

Thank  you  for  having  us  here  today.  As  you  know,  this  is  the 
seventh  consecutive  year  that  the  AMVETS,  DAV,  PVA,  and  VFW 
have  joined  forces  to  formulate  an  independent  budget.  As  in  prior 
years,  DAV  drafted  the  benefits  and  GOE  portion;  PVA,  the  medi- 
cal care;  AMVETS,  the  national  cemetery  system;  and  VFW,  the 
construction  portion.  With  your  permission,  Mr.  Chairman,  I  will 
lead  off  the  Independent  Budget  testimony  and  will  be  followed  by 
Mr.  Skornik  from  PVA  and  Jim  Magill  from  the  VFW  and  Mike 
Brinck  then  from  the  AMVETS. 

Mr.  Chairman,  while  President  Clinton's  budget  for  fiscal  year 
1994  has  yet  to  be  formally  submitted  to  Congress,  we  do  have  a 
copy  of  his  Vision  of  Change  for  America,  and  we  have  some  infor- 
mation about  the  House  Budget  Committee's  recommendations  for 
fiscal  year  1994.  Mr.  Chairman,  the  President's  Vision  for  Change 
contains  several  cost-saving  provisions,  which  include,  as  you  know, 
increasing  the  servicemember's  contribution  for  the  Montgomery 
G.I.  bill,  requiring  veterans  to  pay  a  2.5  percent  fee  and  a  10  per- 
cent down-payment  for  multiple  use  of  the  loan  guarantee  pro- 
gram. They  also  call  for  the  paying  of  the  administrative  costs  from 
the  VA's  life  insurance  program,  increasing  the  housing  loan  fee 
from  1.25  percent  to  2  percent,  permanently  extending  the  pension 
Medicaid  nursing  home  provision  which  places  a  $90  a  month  limit 
on  pensions.  They  make  permanent  VA's  authority  to  access  IRS 
data,  also  permanently  extend  the  medical  care  cost  recovery  pro- 
gram, permanently  extend  the  $2  prescription  fee  co-payment,  and 
it  permanently  extends  the  resale  loss  provision  in  the  VA  home 
loan  guarantee  program  dealing  with  their  so-called  no-bid  formu- 
la. 

Further,  the  President's  plan  calls  for  a  reduction  of  9,200  em- 
ployees in  VA  over  the  next  5  years,  60  percent  of  which  are  slated 


for  fiscal  year  1994.  The  House  Budget  Committee  recommends 
that  VA's  discretionary  spending  be  funded  at  $701  million  below 
CBO's  current  services  estimate.  These  monies,  as  you  know,  Mr. 
Chairman,  fund  health  care,  research,  construction,  national  ceme- 
teries, and  the  employees  necessary  to  provide  compensation,  pen- 
sion and  vocational  rehabilitation  determinations.  This  action  will 
undoubtedly  require  cutbacks  in  VA  health  care  provided  to  serv- 
ice-connected and  poor  veterans  as  well  as  compound  the  problems 
caused  by  the  long  delays  in  processing  veterans'  benefits  claims. 

To  make  matters  worse,  Mr.  Chairman,  the  House  Budget  Com- 
mittee recommends  a  5-year  freeze  of  all  discretionary  spending  at 
the  fiscal  year  1993  level.  If  this  provision  is  approved  by  Congress 
and  applied  to  VA,  literally  thousands  of  sick  and  disabled  veter- 
ans will  be  denied  critically  needed  health  care.  At  the  same  time, 
congressionally  mandated  compensation,  pension,  vocational  reha- 
bilitation benefits  will  be  rendered  meaningless.  Mr.  Chairman,  as 
you  know,  DAV  National  Commander  Joseph  Zengerle  informed 
this  committee  during  a  joint  hearing  of  the  House  and  Senate  Vet- 
erans Affairs  Committees  less  than  a  month  ago  that  veterans  are 
willing  to  sacrifice  for  their  country.  He  further  stated  that  dis- 
abled veterans  would  forego  a  COLA  if  such  a  freeze  was  uniformly 
applied  to  all  Federal  beneficiaries  including  Social  Security. 
Simply  put,  we  ask  only  to  be  treated  fairly. 

Well,  Mr.  Chairman,  what  we  have  seen  thus  far  is  neither  fair 
nor  equitable  to  America's  service-connected  disabled  veterans  and 
their  families.  We  have  seen  in  fiscal  year  1994  more  of  the  unfair 
cuts  which  were  forced  upon  veterans  and  their  survivors  as  a 
result  of  the  Omnibus  Budget  Reconciliation  Act  of  1990.  As  you 
will  recall,  Mr.  Chairman,  this  Act  required  cuts  of  $3.6  billion 
from  that  time  through  fiscal  year  1995.  Regrettably,  we  see  a 
fiscal  year  1994  budget  similar,  and  in  some  instances  worse,  than 
OBRA  90.  We  see  a  budget  that  would  deny  critically  needed  care 
to  America's  veterans,  and  we  see  a  budget  that  will  render  con- 
gressionally authorized  benefits  meaningless  due  to  the  long  delays 
which  will  now  be  measured  in  years  rather  than  months. 

Mr.  Chairman,  we  do  not  seek  to  be  exempt  from  budgetary  sac- 
rifice. We  simply  ask  that  VA  budgetary  sacrifices  be  in  direct  pro- 
portion to  the  contributions  it  has  made  to  the  deficit  problem,  but 
no  more. 

Mr.  Chairman  and  members  of  the  committee,  America's  sick 
and  disabled  veterans  look  to  each  of  you  for  support  and  leader- 
ship to  provide  adequate  benefits  and  services  to  the  men  and 
women  of  this  country  who  have  sacrificed  so  that  we  all  may 
enjoy  freedom. 

Thank  you,  Mr.  Chairman,  for  taking  the  time  from  your  busy 
schedule,  and  members  of  the  committee,  to  hear  our  views  here 
today.  I  will  be  happy  to  answer  any  questions  following  this. 

And  we  will  now  hear  from  Mr.  Skornik  of  the  PVA. 

[The  prepared  statement  of  Mr.  Schultz,  w/attachment,  appears 
at  p.  72.] 

The  Chairman.  Mr.  Skornik. 

Mr.  Skornik.  Good  morning. 

The  Chairman.  Good  morning. 


STATEMENT  OF  BOB  SKORNIK 

Mr.  Skornik.  Mr.  Chairman,  members  of  the  committee,  on 
behalf  of  the  PVA  I  wish  to  thank  you  for  your  attention  today  as 
we  address  the  physical  needs  of  VA  programs  for  fiscal  year  1994. 
Before  I  proceed  with  our  statement,  let  me  take  a  moment  to  ac- 
knowledge a  specific  piece  of  legislation  that  you  and  the  commit- 
tee initiated.  I  am  referring  to  the  recent  enactment  of  the  Veter- 
ans Health  Care  Act  of  1992,  a  piece  of  legislation  which  is  going  to 
be  tremendously  beneficial  to  veterans  and  VA  programs. 

We  were  particularly  pleased  with  the  leadership  role  you  and 
the  committee  took  in  orchestrating  the  enactment  of  the  pharma- 
ceutical pricing  agreements  component  of  the  bill  in  the  House. 
That  part  of  the  legislation  alone  will  save  the  VA  at  least  $90  mil- 
lion. Mr.  Chairman,  PVA  thanks  you  for  your  astute  guidance  in 
facilitating  the  passage  of  that  and  other  vital  veterans  legislation. 
We  look  forward  to  working  together  with  you  and  the  committee 
in  this  Congress  in  promoting  a  constructive  agenda  for  veterans. 

This  year's  Independent  Budget  recommends  a  fiscal  year  1994 
current  services  level  of  $17.1  billion  for  medical  care.  We  define 
current  services  for  medical  care  as  the  level  of  funding  needed  to 
support  in  fiscal  year  1994  the  same  workload  that  existed  in  fiscal 
year  1988  along  with  the  program  enhancements  that  have  oc- 
curred in  medical  care  programs  since  that  time.  Our  estimates 
and  projections  confirm  that  VA  has  not  received  sufficient  fund- 
ing to  support  a  fiscal  year  1988  workload  from  fiscal  year  1989  for- 
ward. 

Without  adequate  appropriations,  VA  will  not  be  able  to  fund  its 
chronic  equipment  backlog  or  repair  needs.  Lack  of  investment  in 
VA's  infrastructure  counteracts  the  good  work  staff  invest  into  the 
system  everyday.  It  also  compromises  accreditation  as  a  state-of- 
the-art  quality  care  provider,  affiliations  with  other  provider  in- 
cluding medical  schools,  and  the  recruitment  and  retention  of 
valued  clinical  personnel.  Inadequate  budgets  translate  into  a  di- 
minished ability  to  maintain  workloads.  VA  workloads,  particular- 
ly in  community  settings,  have  dropped  dramatically  since  fiscal 
year  1988,  our  baseline  of  current  services.  These  workloads  are 
dropping  off  despite  the  fact  that  veterans  are  aging  into  cohorts 
that  use  all  types  of  care  at  greater  rates  than  younger  popula- 
tions. 

The  economic  stimulus  package  specifies  that  9,000  full-time  em- 
ployees will  fall  off  VA's  payroll  over  the  next  5  fiscal  years.  Seven 
thousand  of  those  employees  would  come  from  the  medical  care 
section  of  VA.  Mr.  Chairman,  this  cannot  stand.  Inadequate  staff- 
ing can  only  serve  to  intensify  the  severe  problems  VA  is  now  ex- 
periencing in  attempting  to  meet  the  health  care  needs  of  veterans. 
A  reduction  in  the  number  of  medical  care  employees  will  harm  a 
system  already  in  crisis. 

The  VA  must  adopt  a  strategy  that  will  allow  this  health  care 
system  to  recover  and  adapt  to  the  trends  and  needs  of  a  reformed 
national  health  care  system.  We  suggest  that  Congress  designate 
the  VA  medical  care  account  as  mandatory  spending.  As  you  know, 
Mr.  Chairman,  the  growth  in  mandatory  program  spending  like 
Medicaid  and  Medicare  has  greatly  exceeded  the  growth  in  discre- 


tionary  program  spending.  Since  VA  is  not  funded  through  a  man- 
datory spending  account,  its  spending  growth  has  been  below  aver- 
age for  Federal  health  care  programs.  VA,  like  Medicaid  and  Medi- 
care, must  treat  its  veterans  who  are  entitled — i.e.,  mandated — to 
receive  care.  However,  Congress  is  not  obligated  to  increase  spend- 
ing, as  they  are  with  other  entitlement  programs,  when  VA  experi- 
ences a  higher  demand  for  medical  care  from  its  beneficiaries. 

VA  must  receive  adequate  funding  to  compensate  for  the  differ- 
ence in  OMB  estimated  and  real  inflation  rates.  Medical  care  infla- 
tion has  eroded  VA's  purchasing  power  since  1980,  resulting  in  a 
flat  line  appropriation  in  each  year. 

Also,  entitlement  reform  in  the  VA  medical  system  is  essential 
to  any  meaningful  strategy  for  system  recovery.  Entitlement 
reform  is  the  most  critical  legislative  item  on  the  IB  agenda  this 
year.  It  is  critical  to  reform  entitlement  so  that  all  mandatory  vet- 
erans can  receive  the  full  continuum  of  VA  health  care  services. 
Without  this  type  of  reform,  VA  will  remain  unable  to  deliver  the 
most  cost  effective  and  efficient  care  to  veterans. 

VA's  practice  style  is  overly  reliant  on  inpatient  modalities  of 
care  because  of  onerous  entitlement  legislation.  Many  veteran's  en- 
titlement is  limited  to  only  inpatient  care.  This  restriction  gives 
VA  care  providers  two  options:  wait  until  their  patients'  conditions 
worsen  or  skirt  the  rules. 

Many  compassionate  providers  routinely  check  their  patients 
into  the  hospital  for  annual  examinations,  for  dental  procedures,  to 
monitor  hypertension  or  for  other  procedures  more  cost  effectively 
dealt  with  on  an  outpatient  basis.  Patients  of  more  bureaucratical- 
ly  correct  providers  must  suffer. 

Policymakers  must  recognize  VA's  role  in  comprehensive  nation- 
al health  care  delivery.  Many  VA  users  have  specialized  care  needs 
including  spinal  cord  injury  and  sustaining  care,  blind  rehabilita- 
tion, prosthesis,  treatment  for  post-traumatic  stress  disorder  and 
other  psychosocial  disorders.  Congress  must  give  VA  specialized 
programs  oversight  and  funding  priority.  VA's  specialized  pro- 
grams are  among  the  best,  and  sometimes  only,  care  providers  of 
their  kind  in  the  Nation.  They  demand  adequate  financial  support 
and  veterans  should  have  guaranteed  access  to  them. 

Many  outside  the  VA,  including  some  of  our  Nation's  policymak- 
ers, question  the  non-service-connected  veteran's  eligibility  for 
health  care  services.  Many  in  the  non-veteran  community  accept 
an  antiquated,  post- World  War  II  era  description  of  the  veterans 
health  care  system  users  as  mainstream  as  true  for  today.  Besides 
treating  a  service-connected  population  with  disorders  unique  to 
military  service,  the  non-service  connected  have  unique  character- 
istics which  make  them  difficult  to  treat  in  a  mainstream  health 
care  system.  VA  users  are,  in  general,  older,  poorer,  more  likely  to 
be  members  of  minority  groups,  and  less  likely  to  have  intact 
family  structures  than  any  other  veterans  of  the  rest  of  the  popula- 
tion. VA  health  care  services  keep  many  of  these  veterans  from 
using  Medicaid  and  Medicare  benefits.  It  gives  others  like  the 
homeless  and  substance  abusers  opportunities  to  become  productive 
citizens.  It  is  a  humane  repository  for  those  with  mental  illness. 

The  VA  must  have  appropriate  resources  to  fully  implement  an 
integrated  managed  care  system.  Entitlement  reform  and  adequate 
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appropriations  will  allow  VA  to  use  managed  care  more  effectively. 
VA  is  one  of  the  largest  systems  in  the  United  States.  It  operates 
with  a  global  budget  and  is  at  the  government's  disposal  to  use  as  a 
laboratory  for  effective  managed  care  delivery.  We  believe  that  this 
type  of  experimentation  would  be  as  beneficial  to  the  Nation  as  it 
would  be  to  VA  users. 

With  an  effective  resource  allocation  plan  and  an  adequate 
budget,  VA  could  serve  as  a  model  of  efficiency  in  the  effort  to  im- 
plement a  reformed  national  health  care  system  which  emphasizes 
managed  care.  It  is  an  exciting  opportunity  for  finding  enormous 
cost  savings  through  identifying  effective  means  of  delivery  of  pa- 
tient care.  The  VA  has  had  some  positive  experience  with  managed 
care  already,  but  efforts  to  promote  the  concept  have  remained  fet- 
tered because  care  providers  are  impeded  from  providing  the  most 
appropriate  care  to  patients. 

Central  Office  staff  must  lead  the  charge  in  VA  system  recovery, 
including  its  restructuring.  There  seems  to  be  a  common  miscon- 
ception that  VA's  Central  Office  is  overstaffed  and  it  is  accordingly 
underfunded  and  cut  without  justification.  This  happened  again  in 
fiscal  year  1993. 

The  Medical  And  Miscellaneous  Operating  Expenses  (MAMOE) 
account  was  forced  to  absorb  the  cost  of  80  additional  full-time  em- 
ployee equivalents  (FTEEs)  following  the  transfer  of  many  person- 
nel from  the  reorganized  Office  of  Facilities.  The  former  Central 
Office  staffing  level  was  inadequate  to  fulfill  the  myriad  of  duties  it 
had  before  the  reorganization.  The  Independent  Budget  appropria- 
tion recommends  funding  for  all  the  FTEEs  now  funded  through 
the  MAMOE  account. 

FTEE  could  be  redirected  from  construction  activities  if  it  is 
deemed  appropriate  by  an  external  review  of  the  staffs  functions. 
Medical  and  prosthesis  research  appropriations  have  funded  great 
advances  in  medicine,  not  just  for  veterans,  but  for  the  Nation  at 
large.  Such  advances  include  development  of  the  cardiac  pacemak- 
er and  the  first  liver  transplant.  Unfortunately,  VA  appropriations, 
in  constant  dollars,  for  research  have  plummeted  since  fiscal  year 
1984.  In  fiscal  year  1970  the  VA  research  budget  equaled  3.5  per- 
cent of  the  medical  care  appropriation.  In  fiscal  year  1987  that  pro- 
portion was  down  to  3.2  percent.  In  fiscal  year  1992  the  research 
budget  represented  just  1.5  percent  of  the  medical  care  budget. 

In  fiscal  year  1993  budget  constraints  forced  a  25  percent  reduc- 
tion in  the  number  of  research  projects  and  funding  for  all  new 
projects  was  canceled.  The  immediate  need  for  dollars  perpetuates 
a  cycle  of  forfeiting  research  opportunities  and  advancements  in 
medical  technology  which  could  serve  the  system  well  in  the 
future.  Research  is  directly  and  inextricably  linked  to  the  delivery 
of  quality  health  care  to  veterans.  VA  can  fund  no  new  projects  in 
fiscal  year  1993  no  matter  how  worthwhile.  Lost  opportunities  to 
research  clinically  relevant  problems  are  lost  not  only  to  the  veter- 
an community,  but  to  the  Nation  as  a  whole.  Such  research-related 
advances  in  nerve  regeneration,  functional  electronic  stimulation 
and  rehabilitation  programs,  as  applied  to  the  spinal  cord  injured 
and  diseased  veterans,  are  threatened  with  an  artificial  stagnation 
due  to  financial  considerations. 


Specifically,  VA  should  target  high  priority  areas  as  spinal  cord 
injury  and  disease  programs,  geriatric,  mental  health  and  women's 
health  studies,  and  AIDS  research.  We  recommend  an  appropria- 
tion of  $337  million  for  medical  rehabilitation  and  health  services 
research.  The  VA  in  fiscal  year  1993  recommended,  and  operated 
under,  an  appropriation  of  $232  million  for  research.  It  is  our  un- 
derstanding that  this  year,  for  fiscal  year  1994,  the  VA  will  recom- 
mend only  $206  million,  a  13  percent  reduction  from  last  year's  ap- 
propriation. 

The  administration  has  professed  a  commitment  to  investing  in 
this  country's  infrastructure  so  as  to  preserve,  if  not  enhance,  a 
viable  and  progressive  quality  of  life  for  ourselves  and  our  children. 
Medical  research  is  a  vital  component  of  that  infrastructure.  To 
reduce  the  level  of  medical  research  that  is  conducted  by  the  Na- 
tion's largest  health  care  provider  to  one,  and  sometimes  zero  per- 
cent, is  to  risk  fruition  of  the  administration's  fear  and  concern  of 
mortgaging  not  only  our  medical  well-being  in  the  future,  but  that 
of  our  children  as  well. 

Mr.  Chairman,  this  concludes  our  testimony.  PVA  would  be  glad 
to  answer  any  questions  that  you  may  have. 

The  Chairman.  Thank  you. 

[The  prepared  statement  of  Paralyzed  Veterans  of  America  ap- 
pears at  p.  81.] 

The  Chairman.  Jim  Magill  of  the  VFW. 

STATEMENT  OF  JAMES  N.  MAGILL 

Mr.  Magill.  Thank  you  again  for  inviting  us  to  appear  before 
your  committee  this  morning.  The  area  that  I  will  address  is  the 
construction  portion  of  the  Independent  Budget.  Philosophically, 
we  approached  this  topic  in  the  firm  belief  that  eligibility  reform  is 
an  imperative  and  that  we  will  expand  the  veteran  user  popula- 
tion, and  that  all  users  will  ultimately  be  entitled  to  a  full  continu- 
um of  care. 

When  we  evaluate  the  VA's  construction  budget  we  do  so  using 
three  principles.  First,  we  review  the  financial  information  to 
better  understand  the  immediate  programs  being  faced.  Second,  we 
evaluate  the  future  implications  of  decisions  made.  And  third,  we 
must  consider  the  question  of  whether  the  scarce  resource  dollars 
could  be  better  managed  or  spent. 

Generally  speaking,  the  VA  construction  budget  has  been  woeful- 
ly underfunded  for  the  past  several  years.  Therefore,  as  a  mini- 
mum effort  the  several  VSOs  that  collectively  publish  the  IB  rec- 
ommend a  total  of  almost  $1,300,000,000  to  immediately  address 
the  needs  of  the  aging  veteran  population  and  its  outmoded  facili- 
ties. 

Once  again  the  veterans  groups  involved  in  putting  together  the 
Independent  Budget  evaluated  the  construction  problems  faced  by 
VA  and  what  the  implications  of  their  decisions  mean  for  the  im- 
mediate out-years  of  fiscal  year  1994  through  fiscal  year  1998.  As  a 
minimum,  we  recommended  a  total  of  $1,287,000,000.  We  base  this 
sum  on  the  fact  that  the  VA  does  not  have  a  nationwide  construc- 
tion planning  strategy  and  that  VA  does  not  fully  fund  its  own 
next  best  effort,  their  current  5-year  plan. 


We  should  point  out  that  the  Congress  is  very  much  aware  of  the 
fact  that  VA  construction  takes  too  long  to  complete,  nearly  always 
costing  much  more  than  expected  and  often  failing  to  significantly 
upgrade  the  regional  let  alone  a  national  construction  effort.  For 
example,  if  VA  continues  at  the  present  rate  of  upgrading  or  re- 
placing two  hospitals  each  year,  it  would  be  in  the  year  2079  before 
all  of  the  171  hospitals  in  the  present  system  were  improved  to 
some  degree.  Therefore,  we  once  again  strongly  recommend  that 
VA  review  an  existing  study,  and  that  is  the  Booz-Allen-Hamilton 
study,  which  addresses  the  topic  of  establishing  a  national  VA  con- 
struction plan. 

The  construction  portion  of  the  Independent  Budget  is  based  pri- 
marily on  the  guidelines  that  construction  funding  should  ensure 
the  integrity  of  VA's  physical  plant.  The  highest  construction  fund- 
ing priority  belongs  to  those  projects  that  will  enable  the  existing 
facilities  to  meet  modern  safety  standards.  VA  facilities  must  be 
available  where  veterans  need  them.  VA  must  consider  women  vet- 
erans needs.  VA  must  prepare  its  physical  plant  to  meet  our  rapid- 
ly aging  veterans  needs.  And  finally,  veterans  should  have  a  na- 
tional cemetery  with  available  grave  space  in  every  State. 

In  the  area  of  major  construction  we  recommend  a  $52  million 
effort  to  build  four  new  120-bed  nursing  homes.  Over  the  last  four 
budget  cycles  we  have  recommended  this,  or  we  have  made  this 
recommendation  in  order  to  meet  the  increasing  demand.  We  be- 
lieve that  $6  million  is  necessary  to  lease  four  additional  120-bed 
facilities. 

We  recommend  $40  million  for  the  advanced  planning  and  design 
fund  to  assist  VA  to  build  more  major  construction  projects  and  es- 
tablish a  rational  order  of  priorities.  We  recommend  $16  million  to 
acquire  land  in  those  States  that  still  do  not  have  a  national  ceme- 
tery. In  the  area  of  minor  construction,  some  94  percent  of  all  the 
dollars  recommended  are  identified  for  medical  construction 
projects  that  will  cost  no  more  $3  million  per  contract. 

Of  special  interest  is  our  effort  to  identify  $40  million  for  conver- 
sion to  nursing  home  beds.  This  $40  million  should  be  enough  to 
convert  1,250  beds  in  fiscal  year  1994.  As  you  may  recall,  over  the 
last  four  budget  cycles  the  veterans  service  organizations  have  con- 
sistently recommended  conversion  of  approximately  1,000  beds 
each  year. 

We  recommend  $20  million  for  the  parking  garage  revolving 
fund.  This  is  absolutely  essential  to  address  the  fact  that  ill,  infirm 
or  elderly  veterans  must  have  reasonably  adequate  parking  space 
before  they  can  use  VA  treatment  centers. 

In  conclusion,  this  construction  effort  is  an  attempt  to  reverse 
the  trend  of  having  VA  facilities  do  more  with  less. 

This  concludes  my  statement.  Thank  you  very  much. 

[The  prepared  statement  of  Mr.  Magill  appears  at  p.  95.] 

STATEMENT  OF  MICHAEL  F.  BRINCK 

Mr.  Brinck.  Good  morning,  Mr.  Chairman.  AMVETS  would  like 
to  thank  you  for  once  again  holding  this  hearing  to  highlight  the 
recommendations  contained  in  this  year's  Independent  Budget,  and 
before  I  summarize  my  statment  I  would  like  to  express  our  appre- 
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ciation  for  your  leadership  and  that  of  the  ranking  member  on  last 
year's  drug  price  bill  for  the  VA.  It  was  absolutely  essential,  the 
work  that  you  contributed,  and  we  really  want  to  make  sure  that 
everybody  understands  it.  The  House  committee  did  an  immense 
amount  of  work  done  on  that  issue,  and  we  appreciate  your  good 
efforts. 

There  is  little  doubt  that  the  Nation  through  the  Congress  has 
been  generous  to  its  veterans,  but  veterans  also  take  care  of  their 
own.  Last  year  the  veterans  service  organizations  and  their  auxilia- 
ries contributed  13  million  hours  of  volunteer  service  to  the  VA, 
worth  over  $150  million,  in  addition  to  another  $35  million  in 
equipment  and  personal  supplies.  This  helping  hand  saves  VA 
6,200  employees. 

While  spending  in  constant  dollars  for  all  Federal  social  pro- 
grams has  increased  361  percent  since  1965,  veterans  programs 
have  increased  only  36  percent  and  now  account  for  only  2.4  per- 
cent of  the  Federal  budget.  Therefore,  it  is  patently  unfair  that  vet- 
erans programs  be  subjected  to  the  same  level  of  cuts  as  programs 
that  have  experienced  high  growth  rates.  Moreover,  the  long-term 
decline  in  the  total  veteran  population  builds  in  cost  containment 
not  found  in  other  Federal  benefit  programs. 

Perhaps  the  single  most  important  fiscal  recommendation  in  this 
year's  IB  is  the  2013  employee  increase  for  VBA.  Simply  put,  there 
is  no  other  way  to  reduce  the  approximate  600,000-case  backlog  in 
claims.  To  ensure  veterans  of  timely  claims  adjudication,  AMVETS 
supports  a  maximum  reasonable  claims  processing  time,  after 
which  benefits  would  be  granted  on  an  interim  basis. 

The  national  cemetery  system  continues  to  do  much  with  meager 
resources.  NCS's  workload  is  a  direct  reflection  of  the  aging  veter- 
an population,  over  half  of  whom  now  are  older  than  56.  Next  year, 
NCS's  total  acreage  will  hit  nearly  11,000;  interments  will  reach 
70,000;  54,000  new  gravesites  will  bring  the  total  up  to  over  2  mil- 
lion; headstone  requests  will  reach  320,000;  and  requests  for  Presi- 
dential memorial  certificates  will  rise  to  362,000.  That  works  out  to 
8  acres,  1581  graves,  53  interments,  248  markers,  and  274  Presiden- 
tial certificates  per  employee.  To  accommodate  this  growth  and 
part  of  the  estimated  $4.8  million  backlog  in  equipment  for  the 
NCS,  the  IB  this  year  recommends  an  appropriation  of  $80  million, 
or  an  increase  of  about  $9.3  million,  and  55  new  employees. 

Because  only  49  national  cemeteries  will  remain  open  by  the 
year  2000,  NCS  has  started  development  or  identified  sites  in  areas 
that  will  serve  over  4  million  veterans  and  their  families  and  has 
begun  preliminary  site  selection  to  serve  another  2.4  million.  Obvi- 
ously, with  27  million  veterans  plus  dependents  who  are  eligible  for 
burial  that  is  not  enough,  and  we  continue  to  call  for  an  open  na- 
tional cemetery  in  each  State. 

To  summarize,  let  me  say  that  AMVETS  stands  by  the  Independ- 
ent Budget  as  an  honest  attempt  to  ensure  that  veterans  programs 
and  the  people  charged  with  their  delivery  receive  the  resources 
necessary  to  carry  out  the  mission  of  the  VA. 

That  concludes  my  statement.  Thank  you,  sir. 

The  Chairman.  Thank  you. 

[The  prepared  statement  of  Mr.  Brinck  appears  at  p.  101.] 
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The  Chairman.  I  would  like  to  thank  our  witnesses  this  morn- 
ing. 

For  the  members,  you  have  a  summary  of  the  recommendations 
of  this  Independent  Budget  done  by  the  four  veterans'  organiza- 
tions, and  then  you  have  the  Independent  Budget.  It  is  all  very 
well  done. 

I  have  a  comment  or  two  I  want  to  make.  It  was  excellent  testi- 
mony. In  your  statement  I  read  last  night  that  there  would  be  cuts 
in  staffing  for  VA  medical  care  and  adjudication  of  claims.  The 
President  has  yet  to  announce  all  of  the  details  of  his  budget.  The 
administration's  economic  plan  assumes  a  number  of  government- 
wide  initiatives  to  keep  discretionary  spending  relatively  constant. 
The  plan  assumes  savings  from  a  1-year  freeze  on  Federal  salaries 
and  other  efficiencies  from  streamlining  policies. 

These  policies  can  reduce  the  increases  that  would  otherwise  be 
needed  to  keep  service  levels  for  veterans  programs  at  acceptable 
levels.  However,  within  the  overall  freeze  on  discretionary  spend- 
ing there  is  some  leeway  to  increase  funding  for  high  priority  pro- 
grams, and  I  believe  that  the  President  will  provide  additional 
funds  for  veterans  medical  programs  and  to  deal  with  the  growing 
backlog  in  processing  claims  for  veterans  benefits. 

I  do  not  believe  it  is  the  President's  intention  to  cut  9,000  FTEE 
from  the  health  care  system,  as  PVA  testimony  indicates.  We  hope 
we  are  right  on  this.  Further,  the  adoption  of  the  House  budget  res- 
olution should  not  lead  to  the  conclusion  which  Mr.  Schultz  of  the 
DAV  has  reached,  that  the  spending  for  health  care  will  be  frozen 
at  the  1993  level.  We  hope  that  statement  is  wrong  too. 

Although  the  House  budget  resolution  assumes  that  these  sav- 
ings will  be  spread  equally  across  government  agencies,  I  do  not 
think  that  will  be  the  President's  budget  policy,  and  I  want  to  cau- 
tion anyone  from  reading  too  much  into  what  has  happened  thus 
far  in  the  budget  process. 

Anyone  like  to  comment? 

Mr.  Schultz.  Yes,  Mr.  Chairman.  As  I  stated  in  my  statement, 
and  as  I  read  in  the  President's  Vision  document,  there  is  a  call  in 
there  for  a  9,200  reduction  of  employees.  I  take  that  at  face  value.  I 
don't  read  anything  into  that  other  than  the  fact  that  those  are  the 
numbers  that  were  listed  for  VA  as  far  as  employees  to  be  cut. 

In  discussions  with  the  Department  of  Veterans  Affairs,  I  was  in- 
formed that  60  percent  of  those  employees  who  are  expected  to  be 
cut  is  in  fiscal  year  1994.  Now,  subsequent  discussions  I  am  sure 
with  OMB  between  the  Secretary  of  Veterans  Affairs  may  change 
what  is  in  the  President's  Vision  document.  Nonetheless,  that  was 
in  his  document. 

So,  to  speak  to  the  other  point  about  the  freeze  in  discretionary 
spending,  you  certainly  make  a  good  point  that  we  shouldn't  read 
any  more  into  that,  and  that  maybe  there  will  be  room  for  move- 
ment in  the  discretionary  spending  accounts.  We  would  merely 
point  out  to  the  committee  that  the  present  budget  resolution  calls 
for  a  freeze  in  discretionary  spending  at  current  levels.  The  current 
budget  resolution  calls  for  $701  million  below  CBO  baseline  for 
fiscal  year  1994.  We  look  at  that  and  what  we  see  is  unacceptable. 
And,  if  that  in  fact  is  the  case,  then  cuts  will  have  to  be  made 
somewhere  in  the  discretionary  spending,  either  in  health  care,  re- 
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search  or  in  the  Veterans'  Benefits  Administration  and  the  adjudi- 
cation of  claims. 

That  is  why  we  bring  that  to  your  attention,  and,  of  course,  we 
look  forward  to  the  committee's  support  for  efforts  to  acquire  more 
discretionary  dollars  for  the  Department  of  Veterans  Affairs. 

The  Chairman.  Thank  you.  I  hope  you  are  wrong  and  I  am  right, 
because  it  would  be  a  disaster.  We  are  so  far  now  behind  on  proc- 
essing benefits  claims  and  this  would  further  put  us  behind. 

Yes,  sir. 

Mr.  Skornik.  Speaking  on  behalf  of  PVA,  we  believe  that  any 
freeze  in  discretionary  care  would  disproportionately  affect  the  VA 
as  compared  to  other  Federal  health  care  providers,  because  so 
many  of  the  mandatory  Category  A  veterans  are  dependent  upon 
discretionary  funding,  whereas  other  Federal  health  care  programs 
receive  their  funding  through  mandatory  funding  sources.  We 
think  that  as  the  veteran  cohorts  continue  to  come  into  the  system 
and  grow,  if  discretionary  care  funding  is  frozen  you  are  just  going 
to  see  more  rationing  occur  in  the  VA  health  care  system. 

The  Chairman.  Mr.  Stump. 

Mr.  Stump.  Thank  you,  Mr.  Chairman.  Let  me  ask  you,  then,  in 
view  of  these  statements — the  administration  is  asking  veterans  for 
about  5  billion  in  savings  and  efficiencies  and  user  fees,  while  at 
the  same  time  they  are  proposing  spending  another  $182  billion  in 
new  social  welfare  programs.  You  think  the  veterans  are  being 
treated  fair,  or  that  they  are  getting  their  proper  share  of  the  so- 
called  peace  dividend?  I  would  like  comments  from  anyone. 

Mr.  Schultz.  Well,  Mr.  Stump,  our  fair  share  of  the  peace  divi- 
dend? No,  I  don't  believe  that.  I  believe  that  if  you  look  at  the  VA 
over  the  years,  and  we  appended  to  our  statement  again,  a  chart 
from  the  Washington  Post,  which  shows  that  the  Department  of 
Veterans  Affairs  has  basically  been  straight-lined  as  far  as  their 
budget  over  the  last  25  years.  We  believe  the  VA  should  be  looked 
at  and  maybe  reconciled,  if  that  is  what  is  necessary,  but  only  in 
direct  proportion  to  our  cause  of  the  deficit.  We  don't  believe  that 
we  are  being  treated  fairly  in  some  of  the  areas.  We  didn't  believe 
that  what  happened  to  us  in  OBRA  1990,  that  we  were  being  treat- 
ed fairly. 

We  merely  say  that  let's  be  treated  on  the  same  level  as  every- 
body else,  and  that  is  our  concern.  Certainly  we  are  willing  to  do 
our  fair  share  of  sacrifice,  but  again  I  have  to  underline  that  "fair 
share."  And  one  would  have  to  just  put  this  whole  budget  up 
against  the  rest  of  it  when  it  all  washes  out,  I  guess,  and  find  out 
whether  or  not  we  were  treated  fairly.  But  we  certainly  look  for 
fair  treatment  in  that. 

Mr.  Magill.  Well,  as  you  recall,  a  couple  of  weeks  ago  when  our 
commander  was  in  we  also  brought  this  up  and  stated  that  we  are 
willing  to  do  our  fair  share,  as  Rick  stated,  and  we  also  emphasized 
the  word  "fair."  "To  answer  your  question,  what  we  are  seeing  in 
the  first  reviews  of  the  budget  is  that  veterans  are  not  being  treat- 
ed fairly. 

Mr.  Skornik.  I  agree  with  the  statements  of  my  colleagues,  and  I 
really  have  nothing  to  add  to  that. 

Mr.  Stump.  Thank  you. 
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Mr.  Brinck.  I  might  say  that  since  there  has  been  essentially 
level  funding  the  VA  programs  over  the  last  several  years  we  have 
already  paid  a  good  part  of  our  fair  share,  and  that,  as  I  pointed 
out  in  my  earlier  statement,  even  the  declining  population  of  veter- 
ans builds  in  significant  cost  savings  in  the  long  run.  I  think  our 
full  statement  said  something  to  the  effect  that  we  question  the  bil- 
lions and  billions  of  new  spending  at  a  time  when  the  VA  is  experi- 
encing net  reductions  in  its  authorizations. 

So  I  would  echo  what  has  been  said,  but  I  would  also  say  that  we 
have  already  paid  a  good  chunk  of  our  fair  share. 

Mr.  Stump.  Jim,  you  devoted  quite  a  bit  of  your  statement  to 
construction.  Well,  now  let  me  ask  you,  given  the  absence  of  any 
clear  definitive  mission  for  the  facilities  on  the  part  of  VA,  do  you 
think  we  should  take  what  dollars  we  have  and  focus  primarily  on 
infrastructure,  or  should  we  be  using  that  money  for  new  construc- 
tion or  a  proportionate  share  for  each? 

Mr.  Magill.  Well,  I  think  that  we  have  to  look  at  the  whole  pic- 
ture. We  certainly  can't  build  new  hospitals  wherever  we  would 
like  them.  As  we  mention  in  our  statement,  we  need  to  look  at  the 
existing  structures  and  bring  them  up  to  safety  standards  for  one, 
and  also  we  have  to  modernize  them  to  be  able  to  handle  what  we 
hope  with  eligibility  reform  will  be  an  expanded  veteran  popula- 
tion, and,  as  we  have  stated  year  after  year,  an  older  veteran  popu- 
lation. 

Mr.  Stump.  Thank  you.  Mr.  Chairman,  I  have  a  couple  of  other 
questions,  but  I  will  defer  to  other  members  for  now. 

The  Chairman.  Thank  you.  Let  me  point  out  to  the  members 
that  what  we  do  with  this  Independent  Budget  is  we  compare  it 
with  the  OMB  budget,  or  the  Panetta  budget,  you  might  call  it,  on 
veterans,  and  it  helps  us.  The  Independent  Budget,  I  wish  we  had 
that  much  money  to  carry  on  what  you  requested  in  here,  but 
there  is  a  big  difference  in  dollars  between  the  Independent  Budget 
and  what  has  come  up  here  for  us  to  work  with. 

Mr.  Sangmeister  of  Illinois. 

Mr.  Sangmeister.  Thank  you,  Mr.  Chairman.  One  of  the  ques- 
tions that  has  come  up  in  the  subcommittee  which  I  chair,  of 
course,  is  in  the  housing  area.  The  administration  is  proposing  rais- 
ing the  points  from  1.25  to  2.0  on  veterans'  loans.  Now,  granting 
that  those  are  "no  down-payment"  loans,  is  that  going  to  be  a  big 
problem  if  that  is  what  happens?  Is  that  going  to  discourage  a  lot 
of  veterans  from  taking  loans  paying  that  three-quarter  percent  in- 
crease? Anybody  care  to  respond  to  that? 

Mr.  Schultz.  Mr.  Sangmeister,  I  would  just  hazard  a  guess  that 
probably  it  will  discourage  some  individuals  from  using  the  VA 
home  loan.  I  might  also  add  that  under  current  law  service-con- 
nected disabled  veterans  are  exempt  from  that,  and  I  would  hope 
that  that  area  certainly  is  not  changed  at  all  either. 

Mr.  Sangmeister.  Well,  what  they  are  also  talking  about  is  in- 
creasing it  for  the  veteran  who  is  making  his  second  loan. 

Mr.  Schultz.  Yes,  sir.  I  believe  if  you  change  that,  with  a  down- 
payment  increasing  the  funding  fee  that  you  possibly  could  just 
price  yourself  right  out  of  the  second-time-user  market.  That  possi- 
bly there  will  be  no  advantage  for  them  to  use  it.  And,  as  I  under- 
stand it,  second  time  users  are  the  ones  that  are  really  bringing  in 
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some  of  the  dollars  into  the  loan  guarantee  fund.  They  are  more 
stable  loans  and  those  sorts  of  things. 

So  I  think  we  have  to  be  very  careful  with  how  we  approach 
that.  I  think  we  have  gotten  away  from  the  benefit  that  it  was  in- 
tended to  be. 

Mr.  Sangmeister.  Well,  on  the  second  time  users,  I  would  cer- 
tainly agree  with  you.  I  think  those  have  been  proven  to  be  the 
better  loans  that  the  VA  has  been  able  to  guarantee. 

Mr.  Magill.  We  have  always  looked  at  the  VA  home  loan  pro- 
gram as  a  very  strong  program,  and  what  makes  it  strong  and 
makes  it  attractive  to  the  veteran  is,  as  you  know,  the  price  of  a 
home  is  just  going  up  and  up  and  up  every  single  year,  skyrocket- 
ing. A  lot  of  young  veterans  with  the  veteran  working  and  the 
spouse  working,  they  can  afford  the  high  monthly  payments.  Well, 
whether  they  can  afford  them  or  not,  they  can  manage  a  high 
monthly  payment.  But  it  is  very  difficult  to  save. 

And  so  here  you  have  a  case  where  you  have  a  couple  or  an  indi- 
vidual that  would  like  to  have  their  own  home,  but  if  they  go  the 
conventional  route  they  cannot  come  up  with  the  down-payment. 
VA  loan  with  no  down-payment  was  the  choice,  and  that  made  it 
extremely  attractive.  Now,  when  you  talk  about  raising  a  down- 
payment  fee,  raising  a  user  fee,  I  have  to  agree  with  Rick  that  you 
are  going  to  run  the  risk  of  turning  veterans  away  from  one  of  the 
most  beneficial  programs  that  VA  has  to  offer. 

Mr.  Sangmeister.  But  not  necessarily  into  the  private  market 
because  they  probably  still  won't  find  anything  better.  There  are 
not  many  people  out  there  willing  to  make  no  down-payment  loans. 

Mr.  Schultz.  Yes. 

Mr.  Magill.  Exactly. 

Mr.  Sangmeister.  That  is  all  I  have,  Mr.  Chairman. 

The  Chairman.  Thank  you.  Mr.  Floyd  Spence  of  South  Carolina. 

Mr.  Spence.  Thank  you,  Mr.  Chairman.  Mr.  Skornik,  I  was  just 
trying  to  look  at  your  statement  about  research,  and  you  are  ex- 
pressing concern  that  in  times  of  austerity  it  seems  like  the  first 
item  on  the  chopping  block  is  cutting  research.  You  further  state 
that  right  now  VA  can  fund  no  new  projects  in  fiscal  1993  no 
matter  how  worthwhile  they  might  be. 

Even  though  we  haven't  seen  the  figures  from  the  administration 
yet,  the  one  figure  we  do  have  here  is  something  like  $206  million 
for  research,  which  is  a  pretty  big  cut.  What  do  you  think  about 
that? 

Mr.  Skornik.  Well,  of  course,  we  just  believe  that  any  further 
cuts  in  the  research  budget  will  just  further  undermine  the  quality 
of  care  that  will  be  given  to  veterans,  not  only  currently  but  in  the 
future.  It  will  also  threaten  whatever  affiliations  we  now  have  with 
medical  schools  who  rely  upon  research  for  their  clinicians  in  de- 
veloping these  affiliations. 

It  is  like  education.  You  have  to  have  a  research  base  to  draw  a 
base  of  intellectual  people  into  the  process.  We  don't  see  the  VA  as 
moving  forward  as  well  as  it  could  if  it  did  not  have  the  research 
base  that  it  requires  to  make  itself  attractive  to  affiliations  and 
show  that  it  does  have  a  quality  health  care  program.  If  we  don't 
have  research  and  quality  health  care  programs  in  place  when  na- 
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tional  health  care  reform  comes  on  board,  VA  may  well  lose  an 
even  more  disproportionate  share  of  its  users. 

Mr.  Spence.  Mr.  Schultz,  if  I  might  ask  you  just  one  question.  I 
noticed  in  your  testimony  you  are  talking  about  a  line  item  appro- 
priation of  $8  million  for  VBA  training.  Do  you  think  the  current 
Adjudication  Academy  is  working  and  it  is  efficient,  or  would  you 
recommend  some  other  kind  of  training? 

Mr.  Schultz.  I  think  the  Adjudication  Academy  that  is  now  in 
place  in  Baltimore  is  a  very  good  program.  But  without  the  funding 
to  bring  people  in  to  train  them,  it  is  of  little  use.  The  VA  has  in 
recent  years  had  a  major  problem  with  training.  They  have  had  a 
large  number  of  trainees  in  the  Adjudication  Division,  a  large  turn- 
over. Our  approach  to  this  is  to  put  the  money  into  the  Adjudica- 
tion Academy  where  you  can  have  this  formalized  training.  Be- 
cause most  of  your  training  in  the  past  has  been  OJT,  everything  is 
on  the  job.  That  requires  senior  adjudicators  to  sit  down  and  take 
the  time  away  from  adjudicating  claims,  to  train  individuals.  So 
they  really  need  the  centralized  training  type  of  thing  where  they 
have  a  staff  that  can  train  them  so  they  are  not  doubly  hitting,  if 
you  will,  the  regional  offices  when  they  have  to  do  this  type  of 
training. 

Mr.  Spence.  Thank  you.  That  is  all,  Mr.  Chairman.  Thank  you. 

The  Chairman.  Thank  you.  Mr.  Clyburn  of  South  Carolina— Jim 
Clyburn. 

Mr.  Clyburn.  Thank  you,  Mr.  Chairman.  I  have  a  question  of 
Mr.  Magill. 

In  view  of  what  is  being  planned  on  base  closings  in  Charleston — 
of  all  of  those  closings  only  one  of  them  is  in  my  district  and  that  is 
the  Naval  Hospital.  The  VA  Hospital  in  Charleston,  which  has 
come  under  fire  over  recent  years  about  a  lot  of  things,  would  you 
be  willing  to  look  into  the  possibility  of  moving  that  facility  into 
what  is  now  the  Naval  Hospital  if  that  were  to  close? 

In  view  of  the  fact  that  the  current  VA  Hospital  is  in  close  prox- 
imity to  the  Medical  University,  would  you  be  willing  to  look  into 
maybe  trading  off  property  so  that  what  is  now  the  Naval  Hospital 
could  become  the  VA  Hospital  and  Medical  University  could  have 
what  is  now  the  VA  Hospital? 

Mr.  Magill.  Yes,  we  would  be  interested  in  that.  In  fact,  with 
the  base  closings,  we  are  concerned.  We  think  that  veterans  and 
VA  should  be  able  to  get  first  shot,  if  you  will,  at  some  of  the  facili- 
ties such  as  to  turn  them  into  outpatient  clinics,  et  cetera.  We  cer- 
tainly want  the  best  facility  for  veterans,  and  if  that  would  entail  a 
swap,  I  am  not  sure  if  we  can  do  it  or  not,  but  we  would  certainly 
want  to  look  into  it  to  see  if  it  would  be  feasible. 

The  Chairman.  Would  the  gentleman  yield? 

Mr.  Clyburn.  Certainly. 

The  Chairman.  It  is  an  excellent  question.  Two  years  ago  when 
we  had  the  Base  Closure  Act — I  assume  you  are  talking  about  clos- 
ing bases  and  the  military  hospital  would  close. 

Mr.  Clyburn.  Yes,  sir. 

The  Chairman.  We  tried  to  work  and  get  the  VA  to  maybe  share 
some  DOD  facilities.  The  military  would  stay  there  and  the  VA 
would  come  in  also  and  pick  up  part  of  the  funding  and  run  those 
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hospitals.  We  tried  it  in  Austin,  TX,  and  also  out  in  Ft.  Worth.  We 
didn't  come  up  with  anything.  They  have  just  closed  the  hospitals. 

The  problem  is  you  put  these  military  retirees — they  have  been 
going  to  this  military  hospital,  you  put  them  on  CHAMPUS  and 
their  dependents  on  CHAMPUS,  and  the  government  is  not  going 
to  save  any  money  closing  these  hospitals  and  putting  them  on 
CHAMPUS.  It  is  going  to  cost  them  three  times  as  much. 

But  I  hate  to  say  that  I  don't  see  us — it  is  a  good  idea.  Let  the 
VA  take  over  some  of  these  hospitals.  If  they  close  the  base,  let 
them  keep  the  military  hospital  going.  We  will  keep  working  on  it, 
but  we  haven't  had  any  success. 

Mr.  Clyburn.  Well,  it  just  seemed  like  a  good  idea  to  me.  I  don't 
know  what  they  plan  to  do  with  the  hospital.  It  is  a  good  facility.  I 
think  they  have  got  more  beds  than  the  VA  Hospital  has  down 
there. 

The  Chairman.  It  can  be  done  with  no  problem. 

Mr.  Clyburn.  It  may  be  something  worthwhile  looking  into  in 
view  of  the  new  environment  that  we  are  working  under. 

That  is  all  I  have. 

Mr.  Bishop.  Mr.  Chairman. 

The  Chairman.  He  has  the  time.  Do  you  want  to  yield  to  Mr. 
Bishop? 

Mr.  Bishop.  Thank  you  very  much,  Mr.  Chairman,  and  Mr.  Cly- 
burn, my  colleague  from  South  Carolina. 

I  would  like  to  follow  up  on  that  in  a  different  vein.  For  some  of 
those  bases  that  are  not  necessarily  closing,  but  where  there  is  a 
significant  military  medical  facility  and  there  are  a  lot  of  retired 
military  personnel,  do  you  favor  a  shared  relationship  with  mili- 
tary hospitals  and  with  the  VA? 

One  of  the  concerns  is  that  a  military  hospital  is  not  adequately 
service  the  military  personnel,  getting  DOD  to  allow  servicing  the 
veterans,  the  military  personnel  who  are  on  active  duty  as  well  as 
their  dependents,  of  the  cost  of  a  lack  of  these  facilities  and  other 
medical  facilities  available  for  retirees  and  dependents? 

Mr.  Schultz.  Mr.  Bishop,  in  a  word  yes.  We  in  the  DAV  and 
many  of  the  other  organizations  have  always  said  that  there  should 
be  more  sharing  between  VA  and  DOD  because  of  the  types  of  mis- 
sions that  they  have,  and  certainly  where  that  enhances  VA's  abili- 
ty to  provide  care  and  enhances  the  military's  ability  to  provide 
care  it  just  makes  good  sense.  Along  with  that  there  are  cost  sav- 
ings with  economies  of  scale  because  of  the  shared  things,  and 
more  of  that  needs  to  be  looked  at. 

Another  area,  if  I  may,  we  need  to  take  a  look  at  too  and  maybe 
do  a  little  bit  more  enhanced  use  provisions  that  are  in  law  now 
and  the  ability  again  just  to  lease  facilities  and  those  sorts  of 
things.  We  recognize  that  the  dollars  just  aren't  there.  You  don't 
have  enough  money  for  all  the  major  construction  that  is  really  out 
in  the  pipeline.  We  have  to  be  more  innovative,  find  better  ways  of 
providing  the  facilities  and  patient  care. 

In  response  to  you,  Mr.  Chairman,  if  I  may,  our  Independent 
Budget  recognizes  that  the  dollar  amounts  are  real  high,  and  as  we 
said  up  front,  the  reason  we  publish  the  IB  is  just  to  show  the 
needs,  what  we  believe  are  the  true  needs  of  veterans,  not  that  we 
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expect  that  the  committee  is  going  to  find  all  these  dollars  for  us. 
We  certainly  appreciate  your  help  in  the  past,  though. 

But  getting  back  to  Mr.  Bishop,  that  is  where  we  come  from  on 
that  issue. 

The  Chairman.  Thank  you.  Mr.  Buyer,  of  Indiana. 

Mr.  Buyer.  Thank  you,  Mr.  Chairman.  Mr.  Clyburn,  you  really 
began  an  excellent  conversation.  I  want  to  make  a  comment  on  it. 

The  practical  aspect  of  this  is  we  have  a  base  closure  in  Indiana. 
Actually,  it  is  a  realignment  of  Grissom  Air  Force  Base.  We  also 
have  a  VA  Hospital  in  Marion.  You  know,  it  would  be  absolutely 
wonderful  for  the  retirees  and  the  dependents  if  there  were  some 
memorandums  of  agreement  between  the  Air  Force,  perhaps,  and 
the  VA  Hospital  for  the  retirees  to  go  over  to  the  VA,  just  on  pre- 
scriptions alone. 

Now,  I  would  think  that  we  would  be  able  to  work  out  some 
memorandums  of  agreement  between  either  the  Air  Force  or  the 
DOD  at  least  on  prescriptions.  That  would  be  easy.  But  one  of  the 
practical  problems  you  have  is  the  pharmacy  not  accepting  a  doc- 
tor's prescription  that  isn't  on  their  approved  list. 

Would  that  be  something  that  you  are  interested  in  or  something 
that  is  worth  looking  into?  I  don't  know,  Mr.  Chairman,  if  it  is  a 
path  that  is  gone  down. 

The  Chairman.  We  are  all  interested  in  base  closures. 

Mr.  Buyer.  Could  you  comment  on  that? 

The  Chairman.  If  they  don't  get  you  in  1993,  they  are  going  to 
get  you  in  1995,  members  of  this  committee. 

Mr.  Buyer.  Before  you  answer  that  question,  because  it  really 
does  go  to  a  much  bigger  picture  too,  we  also  must  mention  the 
needs  for  new  construction  and  we  have  talked  about  that.  We 
have  over  30,000  beds  that  are  not  being  used.  So  we  could  easily 
ask,  why  do  we  want  to  build  more  hospitals?  We  are  going  to  close 
bases  all  around  the  country.  We  have  got  these  magnificent  hospi- 
tals. 

So  it  really  does  take  an  eye-opening  experience  here  on  how  we 
want  to  approach  it. 

Mr.  Schultz.  I  certainly  agree  that  we  need  to  be  more  innova- 
tive and  do  a  lot  more  of  those  type  things  where  you  can  have  VA 
and  DOD  have  better  sharing  agreements,  whether  it  is  pharmacy, 
whether  it  is  treatment,  sharing  doctors,  and  that  sort  of  thing.  We 
have  long  advocated  that  and  we  support  that.  I  think  that  if  we 
can  move  in  that  direction,  especially  with  the  base  closures,  I 
think  we  can  help  both  the  VA  and  the  military  retirees. 

Just  one  point  that  you  made — the  number  of  beds  that  the  VA 
has  that  are  not  used  or  the  VA  is  being  underutilized.  I  might  sug- 
gest the  reason  for  that  is  not  because  there  aren't  veterans  out 
there  who  need  the  care.  The  fact  is,  VA  just  has  not  had  the  fund- 
ing and  therefore  they  have  had  to  close  down  a  lot  of  these  beds. 

Mr.  Buyer.  One  other  thing  I  would  like  to  comment  on  is,  I  ap- 
preciate your  statements  in  regard  to  the  President's  call  for 
shared  sacrifice  and  that  you  want  to  do  your  part.  We  have  heard 
the  Commanders  testify,  and  that  is  very  admirable.  I  am  not  sur- 
prised at  all  that  the  veterans  would  step  forward  and  make  that 
statement  first,  and  I  think  that  is  very  commendable  to  you. 
When  you  look  at  what  the  President  calls  for  and  then  the  other 
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proposition  of  doing  a  freeze,  let  me  ask  you,  if  you  had  the  choice 
between  the  two,  between  the  freeze  at  1993  levels  for  5  years  or  to 
go  with  the  President's  proposal,  or  what  the  ranking  minority, 
John  Kasich,  has  proposed,  which  is  very  similar  to  this  except 
raising,  I  guess,  the  housing  loan  fee  to  3  percent,  what  would  you 
choose? 

Mr.  Schultz.  Well,  as  we  pointed  out,  the  freeze  itself  is  devas- 
tating. If  you  have  a  freeze  for  5  years  and  the  discretionary  spend- 
ing remains  at  the  1993  level,  there  is  no  way  that  VA  will  be  able 
to  provide  quality  health  care.  It  is  impossible.  Thousands,  literally 
thousands  of  individuals  would  have  to  be  denied  care. 

And  we  now  measure  delays,  at  least  in  original  compensation 
claims  in  months.  We  will  be  measuring  those  in  years.  That  is 
what  will  happen  to  the  adjudication  and  health  care  systems,  just 
in  a  nutshell.  If  we  had  to  make  a  choice  between  two  bad  things,  I 
would  have  to  say  that  the  worse  thing  that  could  happen  to  us 
would  be  a  total  freeze  in  discretionary  spending  for  5  years,  no 
doubt  about  it.  The  freeze,  because  it  is  putting  a  cap  upon  medical 
service.  You  put  a  cap  on  it,  and,  as  you  know,  health  care — infla- 
tion is  very  high,  and  if  we  can't  even  meet  that  inflationary  level, 
then  we  are  in  dire  straits. 

And  again,  the  fiscal  year  1994  budget  that  was  adopted  by  the 
Budget  Committee  does  call  for  $701  million  spending  below  CBO 
baseline,  below  current  services  level,  so  even  in  1994  we  are  going 
to  see  that. 

Mr.  Buyer.  Your  statements  then — I  guess  you  can  make  the 
analogy  that  the  freeze  would  be  like  global  budgeting  of  health 
care.  Would  that  be  accurate?  When  you  global  budget  health  care, 
you  say  this  is  all  we  are  going  to  spend  on  health  and  then  you 
have  got  rationing  that  comes  along. 

Mr.  Schultz.  There  is  going  to  be  a  lot  of  rationing.  That  is  for 
sure. 

Mr.  Buyer.  All  right.  My  time  has  expired.  Thank  you. 

The  Chairman.  You  had  actually  30  seconds  more? 

Mr.  Buyer.  Oh,  I  will  take  that.  Here  is  the  last  question.  Has 
Mrs.  Clinton,  has  her  task  force  been  in  touch  with  any  of  the  vet- 
erans' organizations? 

Mr.  Schultz.  The  task  force  itself  through  Secretary  Brown;  yes. 

Mr.  Buyer.  No,  through  Mrs.  Clinton.  Has  she  been  in  touch 
with  any  of  these?  She  is  going  around  all  over  the  country  meet- 
ing with  people.  Has  she  met  with  the  veterans? 

Mr.  Schultz.  Not  that  we  are  aware  of,  but  I  can  say  that 
having  met  with  Mr.  Brown  the  other  day  he  is  trying  to  set  that 
up. 

Mr.  Buyer.  Thank  you. 

The  Chairman.  Will  the  gentleman  yield?  She  has  met  with  the 
Democratic  Members,  myself  and  Dr.  Rowland,  who  is  the  head  of 
the  Subcommittee  on  Hospitals  and  Health  Care,  and  we  met  over 
at  Senator  Rockefeller's  office  with  Mrs.  Clinton,  and  next  week 
she  will  meet  with  veterans'  organizations.  They  are  setting  that 
up.  That  is  ongoing.  It  will  be  next  week,  and  they  will  meet  at  the 
White  House  or  on  neutral  ground,  I  guess.  But  we  have  told  her 
that  if  she  is  going  to  move  these  programs  she  is  going  to  have  to 
work  with  the  veterans'  organizations,  and  she  understands  that. 
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Mr.  Buyer.  Well,  good.  I  am  glad  you  have  done  that,  Mr.  Chair- 
man, because  that  is  extremely  important,  especially  when  the  gen- 
tleman brings  up  the  down-side  effects  of  a  national  health  care 
global  budgeting.  I  appreciate  that. 

The  Chairman.  Mike  Kreidler  of  Washington. 

Mr.  Kreidler.  Thank  you,  Mr.  Chairman.  First  off,  I  would  like 
to  thank  the  veterans'  organizations  who  have  put  together  this  In- 
dependent Budget.  As  one  of  the  new  members  here  and  getting  an 
understanding  of  the  funding  needs  for  veterans  in  this  country,  it 
is  particularly  helpful  to  see  the  Independent  Budget  in  order  to 
make  these  comparisons.  Indeed,  you  have  done  an  outstanding  job 
of  pointing  out  what  are  really  necessary  in  order  to  address  the 
comprehensive  needs  for  veterans  in  this  country. 

My  question  would  go  to  Mr.  Skornik,  and  it  would  follow  on  the 
thoughts  that  have  been  part  of  your  statement,  in  relation  to  the 
full  continuum  of  care  and  how  that  ties  in  with  health  care 
reform,  and  of  where  VA  medical  care  goes  under  the  reforms  that 
are  likely  to  take  place  in  national  health  care. 

Because  of  that  cloud  that  hangs  over  budget  decisions  right  now 
for  VA  medical  care,  how  would  you  envision  VA  medical  care  po- 
tentially being  a  part  of  a  reformed  system  and  its  continued  role 
for  veterans  in  the  future? 

Mr.  Skornik.  Well,  I  think  the  VA  health  care  need  not  be  an 
outgrowth  of  the  reform  system.  It  could  be  a  leader  in  the  reform 
system  in  that  it  would  show  as  a  model  what  the  full  continuum 
of  care  should  be  in  any  national  health  care  system  or  package 
that  was  adopted.  In  national  health  care  we  are  talking  about  uni- 
versal access,  and  a  minimum  package  of  health  care  benefits  that 
will  be  provided  to  everybody.  If  you  are  going  to  provide  appropri- 
ate care,  be  it  in  the  national  health  care  system  or  in  the  VA,  it 
has  to  be — you  have  to  provide  the  full  range  of  available  services, 
otherwise  you  are  not  providing  appropriate  care. 

Also,  when  we  talk  about  the  full  continuum  of  health  care  serv- 
ices, we  are  talking  about  access  to  everything  from  outpatient  care 
to  specialized  services,  including  inpatient  and  long-term  care  serv- 
ices. Those  avenues  of  medical  treatment  must  be  available  to  vet- 
erans in  order  to  provide  efficient  and  quality  health  care. 

Mr.  Kreidler.  I  would  imagine  that  there  will  be  a  number  of 
veterans  if  they  did  have  comprehensive  medical  care  available  to 
them  through  some  sort  of  an  entrenched  program  that  probably 
just  because  of  where  they  reside  and  one  reason  or  another  would 
probably  access  a  system  like  that.  I  guess  I  kind  of  wonder  here — 
by  the  way,  I  should  point  out  when  you  talk  about  full  continuum 
of  care,  I  have  spent  20  years  working  in  a  staff  model  health 
maintenance  organization,  so  understanding  continuum  of  care 
comes  second  nature  to  me.  Plus  I  have  done  a  considerable 
amount  of  support  work  to  my  reserve  unit  in  supporting  a  VA 
hospital  in  my  own  community. 

But,  as  it  evolves,  would  you  oversee  a  situation  where  potential- 
ly VA  hospitals,  if  mandatory  veterans  were  able  to  effectively 
enroll  in  a  hospital  setting  that  would  provide  that  kind  of  continu- 
um of  care  as  potentially  their  managed  health  care  system  or 
health  maintenance  organization  of  choice,  and  that  would  be  po- 
tentially something  that  would  evolve  over  time? 
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Mr.  Skornik.  Yes.  You  are  talking  about  if  the  veteran  had  a 
choice? 

Mr.  Kreidler.  Yes. 

Mr.  Skornik.  Yes,  we  have  looked  into  that.  In  our  Strategy  2000 
document  we  have  addressed  that  issue,  and  we  do  acknowledge, 
you  know,  a  loss,  a  potential  loss  of  possibly  20  to  40  percent  of  the 
veteran  population  opting  for  the  private  sector  for  the  reason  you 
mentioned — convenience,  such  as  proximity  to  their  residence.  It  is 
a  reality  that  we  acknowledge,  and  we  don't  want  to  see  it  go 
beyond  that,  and  it  could  well  go  beyond  that  if  quality  care  is  not 
perceived  by  the  veteran  as  being  available  in  the  VA  system.  If 
that  is  further  eroded  and  rationed,  we  could  see  that  number  go 
higher. 

Mr.  Kreidler.  Do  you  see  the  move  then  in  the  budget,  toward  a 
full  continuum,  a  precursor  to  what  might  happen  in  order  to 
make  sure  that  the  VA  medical  system  has  that  option  of  offering 
that  service  to  veterans? 

Mr.  Skornik.  In  a  nutshell,  yes. 

Mr.  Kreidler.  Thank  you  very  much. 

Mr.  Sangmeister  (presiding).  Mr.  Quinn.  Happy  day  after  St. 
Patrick's  Day. 

Mr.  Quinn.  Thank  you.  Thank  you,  Mr.  Chairman.  St.  Patrick's 
Week. 

Mr.  Sangmeister.  That  is  right.  We  should  never  forget  that. 

Mr.  Quinn.  Interesting  that  Mr.  Montgomery  mentions  the 
White  House's  neutral  ground  and  then  leaves  the  room — off  to  ex- 
plain that  to  someone  else. 

Thank  you  all,  gentlemen,  for  the  opportunity  to  hear  your  testi- 
mony today  and  the  back-up  material  that  you  provided  us.  As  new 
members  on  the  committee,  as  my  colleague  mentioned  just  a  few 
moments  ago,  we  are  pleased  to  have  this  kind  of  information. 

I  want  to  jump  back  to  a  question  that  Mr.  Stump  began  with 
early  this  morning  for  Mr.  Schultz.  It  has  to  do  with  that  question 
of  underutilization,  and,  of  course,  that  is  tied ,  to  funding,  and 
whether  or  not  we  are  looking  at  new  construction.  I  think  Mr. 
Skornik  certainly  talked  about  updating  some  of  the  existing  facili- 
ties. Our  VA  Hospital  in  Buffalo,  New  York,  for  example,  has  had 
a  couple  of  visits  out  there  in  the  last  month  or  so. 

Have  you  taken  a  position  on  some  of  the  other  documents  here? 
If  you  had  to  choose  where  the  money  goes  in  terms  of  new  con- 
struction as  opposed  to  updating  some  of  the  facilities?  Can  you 
comment  a  little  further  than  you  did  in  your  summary  as  to 
where  you  put  the  funding  first,  if  you  had  limited  funding?  I  mean 
this  whole  discussion  today  is  timely.  We  are  talking  on  the  floor 
about  the  budget — we  will  be  in  shortly,  looking  at  the  budget  pro- 
posals and  the  Federal  deficit  and  so  on  and  so  forth.  So  I  mean 
this  is  perfect  timing  as  far  as  I  am  concerned. 

Can  you  comment  just  a  little  further  on  new  construction  as  op- 
posed to  trying  to  retrofit  or  bring  some  of  the  other  construction 
up  to  par? 

Mr.  Schultz.  Well,  of  course,  the  maintenance  of  the  facilities  is 
very  important,  and  that  is  a  part  of  the  problems  of  the  VA  physi- 
cal plant  that  they  have  right  now,  is  updating  the  system.  Of 
course,  we  have  to  continue  to  do  that.  As  far  as  new  construction, 
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I  think  that  part  of  the  problem  is  the  way  the  VA  goes  about 
planning  new  construction.  The  time  it  takes  to  get  them  into  the 
pipeline  and  those  sorts  of  things. 

As  I  mentioned  earlier,  I  think  we  need  to  look  at  some  of  the 
enhanced  use  types  of  things  that  are  in  legislation  now  where  we 
can  have  someone  else  maybe  go  out  and  help  us  build  a  facility 
and  the  VA  lease  that  back.  On  that  type  of  thing  you  don't  have 
the  big  capital  investment,  and  in  some  cases  VA  could  lease  prop- 
erty. 

And,  of  course,  we  get  back  again  to  the  sharing.  And  if  we  can 
share  some  of  the  facilities  with  DOD,  I  think  that  would  be  help- 
ful to.  It  is  a  very  complex,  very  difficult  question  to  answer,  and 
there  is  no  simple,  one  answer  to  that.  I  think  it  would  be  a  combi- 
nation of  those  things. 

Mr.  Quinn.  Thank  you.  I  agree  entirely.  And  the  problem  will  be 
that  the  challenge  we  have  is  arriving  at  that  shared  responsibility. 
I  am  very,  very  pleased  the  group  this  morning  is  prepared  to  do 
that,  and  I  think  it  is  going  to  be  the  answer  to  a  lot  of  problems 
we  have  this  year  and  the  next  2  or  3.  This  whole  budget  question 
needs  to  be  shared  and  I  am  happy  to  have  that  response. 

Yes,  sir? 

Mr.  Magill.  If  I  can  just  add  one  thing.  In  our  document  we 
were  fairly  critical  of  the  VA's  design-build,  or  actually  they  don't 
have  a  design  and  build  bid.  It  is  strictly  they  design  it  and  then 
they  bid  on  the  building. 

Mr.  Quinn.  Sure. 

Mr.  Magill.  I  think  as  we  stated  in  the  document  VA  is  going  to 
have  to  get  their  own  house  in  order  first,  and  I  think  that  is  a 
primary  first  step.  And,  also  just  to  be  realistic  on  the  situation, 
where  you  have  just  so  many  dollars  we  want  to  get  the  most  bang 
for  the  buck,  and  I  think  to  just  make  a  general  statement  is  hard. 
I  think  you  have  to  look  at  each  individual  facility.  But  they  defi- 
nitely have  to  be  upgraded.  A  lot  of  the  hospitals  are  50  years  old 
or  more,  and  it  is  imperative  that  each  one  is  looked  at  and  remod- 
eled to  better  serve  the  veteran. 

Mr.  Quinn.  Thank  you,  Mr.  Chairman. 

Mr.  Sangmeister.  The  gentleman  from  Pennsylvania,  Mr.  Ridge. 

Mr.  Ridge.  Thank  you,  gentlemen.  It  is  always  a  pleasure  to 
listen  to  your  testimony  and  for  you  to  give  us  the  benefit  of  your 
thinking.  I  am  heartened  by  the  fact  that  the  new  Secretary  of  the 
VA  has  been  part  of  this  process  for  the  past  couple  of  years  and 
represents  a  constituency  and  a  group  of  men  and  women  who 
have  been  intimately  involved  in  the  nuts  and  bolts  of  putting  this 
kind  of  structure  together,  the  Independent  Budget.  So,  hopefully, 
some  of  your  recommendations  will  just  be  internalized  without 
any  formal  effort  on  our  part,  particularly  with  regard  to  some  of 
the  strategic  planning  considerations. 

Let  me  ask  you,  Mr.  Brinck,  in  your  testimony  I  found  it  very 
revealing  and  startling  actually,  because  I  never  really  have 
thought  about  it,  that  one  quarter  to  one  third  of  the  patient  popu- 
lation is  service-connected  and  the  balance  of  those  2.5  million  pa- 
tients are  the  poorest  of  veterans.  I  have  two  facilities  in  my  Con- 
gressional district  and  others  in  Pittsburgh  just  south  of  it,  and  I 
am  in  and  out  of  them  all  the  time.  I  really  probably  never  paid  as 
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much  attention  to  the  demographics  of  the  population  that  the 
health  care  system  is  trying  to  treat. 

Could  you  give  me  the  benefit  of  the  trend  lines?  I  mean  has  it 
been  fairly  stable,  that  a  half  to  a  third  are  service-connected  and 
the  balance  are  the  poorest  of  the  poor,  as  you  point  out,  and  also 
those  least  able  to  get  alternative  health  care  elsewhere?  Has  that 
been  a  fairly  stable  representation  of  the  population? 

Mr.  Brinck.  From  the  numbers  that  I  have  seen  from  VA,  that 
has  been  a  more  or  less  stable  trend  over  time.  I  would  guess  that 
as  time  passes  and  the  population  ages  those  who  are  in  the  lower 
income  levels  will  certainly  remain  the  majority  of  the  VA's  pa- 
tient population. 

Mr.  Ridge.  That  really  opened  my  eyes.  I  had  seen  some  studies 
in  some  of  the  local  hospitals,  but  didn't  realize  it.  Your  observa- 
tion that  these  are  men  and  women  who  but  for  the  VA  are  least 
qualified,  probably,  to  get  alternative  health  care  other  than  emer- 
gency health  care,  is  very  revealing. 

Mr.  Magill,  the  Independent  Budget  states  that  the  additional 
funding  for  minor  construction  be  made  available  to  address  VA's 
rapidly  deteriorating  physical  plant,  and  I  think  you  talk  construc- 
tively and  critically  about  the  mechanism  used  within  the  VA  to 
set  priorities.  You  don't  think  too  much  of  that  existing  mechanism 
to  set  construction  priorities. 

I  want  to  talk  to  you,  one,  about  whether  or  not  you  as  a  group, 
the  VSOs,  are  prepared  to  work  with  the  VA  to  try  to  help  set  up  a 
more  appropriate  mechanism;  and,  two,  whether  or  not  as  you  look 
at  the  stimulus  package  that  allocates  about  $250  million  for  minor 
VA  construction,  if  you  had  a  chance  to  assess  whether  or  not  that 
has  been  prioritized  based  upon  institutional  need  or  health  care 
related  needs  or  whether  there  has  been  some  other  assessment  for 
purposes  of  establishing  priorities  for  the  emergency  $250  million? 

Mr.  Magill.  For  the  first  part  of  your  question,  of  course,  yes. 
We  would  very  much  like  to  work  with  VA.  We  have  recommended 
that  VA  does,  as  I  stated  in  my  oral  presentation,  that  they  do  give 
more  consideration  and  take  another  look  at  the  Booz  Allen  report. 
As  far  as  with  respect  to  the  second  question,  we  welcome  the 
money,  of  course.  We  would  hope  that  that  would  have  come  a  long 
time  ago,  and  I  find  that  it  may  be  a  Band-Aid. 

I  don't  want  to  be  critical  of  the  money  coming  to  VA,  but  it  is  a 
short-term  fix  and  I  would  like  to  see  this  on  a  continuing  basis  in- 
stead of,  I  believe,  if  not  mistaken,  the  jobs  I  think  they  are  talking 
about  are  six  months  or  something  like  that. 

Mr.  Ridge.  I  am  not  trying  to  make  an  inquiry  with  political 
overtones.  I  am  just  trying  to  determine  whether  or  not  you  have 
seen  within  the  stimulus  package  the  right  priority.  You  know  the 
money  is  there  and  you  and  I  don't  want  to  look  a  gift  horse  in  the 
mouth  and  ignore  it.  If  there  is  somebody  out  there  that  wants  to 
spend  a  quarter  of  a  billion  dollars  on  VA  facilities,  fine;  because 
we  believe  that  there  has  been  substantial  bricks  and  mortar  ero- 
sion. But  do  you  know  whether  or  not  it  will  be  allocated  based 
upon  some  kind  of  internal  assessment  of  need?  And  do  you  agree 
that  the  allocation  is  appropriate? 
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Mr.  Magill.  It  is  my  understanding  that  VA  has  set  a  standard 
of  priority.  I  have  not  seen  that  list,  and  so  I  can't  comment  on  it 
at  all. 

Mr.  Ridge.  Mr.  Brinck. 

Mr.  Brinck.  I  had  the  pleasure  of  attending  Secretary  Brown's 
testimony  in  front  of  the  Appropriations  Committee  a  couple  of 
weeks  ago.  He  was  asked,  essentially,  the  same  question.  I  don't 
mean  to  put  words  in  his  mouth  and  I  hope  I  am  repeating  correct- 
ly what  he  said  in  response  to  that  question.  I  believe  he  said  one 
of  the  primary  ways  that  they  determine  who  would  get  this 
money  was  they  ask  for  a  list  by  facility  of  projects  that  could  be 
under  contract  within  the  next  60  days. 

Now,  obviously,  that  isn't  a  very  scientific  approach,  but  I  think 
it  appeared  from  the  testimony  that  they  were  trying  to  get  the 
money  into  the  system  rapidly,  and  that  is  what  in  some  extent  de- 
termined the  contents  on  the  list. 

Mr.  Ridge.  Okay.  I  appreciate  that.  I  see  my  time  has  expired. 
Thank  you,  Mr.  Chairman. 

Mr.  Sangmeister.  The  gentleman  from  Minnesota,  Mr.  Penny. 

Mr.  Penny.  Thank  you,  Mr.  Chairman. 

I  appreciate  the  work  that  your  organizations  put  forward  in 
order  to  develop  this  budget  for  the  VA.  I  am  particularly  interest- 
ed in  your  reaction  to  Secretary  Brown's  proposal  of  opening  up 
our  VA  facilities  to  the  full  complement  of  veterans  with  the  un- 
derstanding that  those  who  are  not  service-connected  or  indigent 
would  pay  for  VA  health  care  in  the  same  manner  in  which  they 
would  pay  for  that  health  care  at  some  other  facility,  and  whether 
you  have  any  numbers  to  share  with  us  as  to  whether  that  would 
be  a  self-financing  sort  of  proposition. 

Mr.  Schultz.  Mr.  Penny,  if  I  recall,  I  think  the  VA  had  taken  a 
look  at  some  of  the  options  of  some  of  the  different  plans,  and  as  I 
understand  it,  there  would  be  some  cost  savings  in  some  of  this  and 
that  is  because,  obviously,  there  is  additional  dollars  coming  in 
from  outside,  third-party  payers — Medicare,  CHAMPUS  and  other 
private  insurance. 

But  also  I  think  it  would  allow  VA  to  provide  health  care  a  little 
bit  smarter.  They  wouldn't  have  to  do  some  of  the  things  that  they 
do  now.  If  you  have  an  individual  who  is  entitled  to  the  full  contin- 
uum of  care,  as  they  say,  then  you  can  treat  them  much  smarter. 
As  you  know  now,  current  eligibilities  for  inpatient  and  outpatient 
care  are  totally  different.  A  veteran  may  be  entitled  to  inpatient 
care  and  not  entitled  to  outpatient  care.  Physicians  sometimes 
make  decisions  to  admit  people  simply  because  they  don't  have  the 
right  eligibility  for  the  outpatient  care. 

So  I  think  we  can  actually  spend  the  same  amount  of  dollars  or 
in  some  cases,  maybe  even  a  little  less  if  you  provide  this  kind  of 
care.  And  then  open  the  system  up.  Don't  foreclose  any  veterans 
from  accessing  that  system  if  they  so  desire.  I  think  it  is  good  for 
the  system,  and  I  think  it  will  help  taxpayers  too. 

Mr.  Penny.  Any  others  want  to  respond  to  that? 

Mr.  Skornik.  I  will  just  comment.  I  don't  have  at  hand  any  exact 
numbers  insofar  as  cost  savings,  but  I  may  be  able  to  provide  that 
to  you  for  the  written  record.  I  will  just  say  though  that  it  has  been 
the  train  of  thought  over  the  past  couple  of  years  that  VA  can 
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treat  Medicare-eligible  patients  cheaper  in  the  VA  system  than  the 
private  sector  through  Medicare. 

Regarding  the  buy-in  program,  I  may  be  able  to  provide  you  with 
some  numbers  on  that  also  as  to  how  cost  effective  that  may  or 
may  not  be. 

Mr.  Penny.  Have  you  looked  at  the  stimulus  package  in  terms  of 
its  VA  construction  budget?  There  is  some  short-term  funding  for,  I 
think,  relatively  minor  hospital  construction  items  in  President 
Clinton's  stimulus  plan.  Do  any  of  you  have  observations  on  that 
proposal? 

Mr.  Magill.  I  can't  really  add  to  what  we  have  said  with  Mr. 
Ridge's  question  on  this.  It  is  250  some  million.  Very  much  wel- 
comed money.  As  Mike  said,  the  important  thing  is  to  get  the 
projects  on  line  as  fast  as  possible.  But  as  far  as  what  particular 
hospitals  are  going  to  be  involved  in  it,  I  do  not  have  that  informa- 
tion now. 

Mr.  Penny.  The  overall  dimensions  of  the  administration's 
budget  for  the  next  several  years  do  provide  some  increases  for  VA 
health  care,  and  I  apologize  I  wasn't  here  earlier,  but  what  amount 
are  we  short  from  your  plan? 

Mr.  Schultz.  Well,  the  numbers,  we  haven't  really  seen  exact 
numbers  from  the  administration,  because,  as  I  understand  it,  their 
budget  really  hasn't  been  sent  to  Congress  yet. 

Mr.  Penny.  Well,  let's  assume  that  they  have  agreed  to  the 
House  budget  numbers  because  we  are  going  to  be  voting  on  that 
later  today. 

Mr.  Schultz.  Well,  and  again  we  just  see  discretionary  spending 
dollars.  I  haven't  seen  any  breakdown  of  where  that  is  going  to  be 
spent,  how  much  is  in  VA  health  care.  But  I  can  tell  you  that  what 
I  have  seen  is  that  the  Budget  Committee  has  provided  VA  with 
$700  million  below  CBO  baseline  and  that  certainly  wouldn't  help 
the  VA  health  care  or  benefits  delivery. 

Mr.  Penny.  Yes,  there  was  in  the — yes,  from  1994,  I  think,  we 
did  have  some  projections  that  allocated  those  dollars,  I  think  in 
the  out-years  where  we  are  looking  at  kind  of  an  aggregate  number 
which  will  be  divided  by  the  appropriations  subcommittees.  So  we 
are  again  going  to  be  competing  with  everything  else  in  the  appro- 
priations process.  That  really  does  pose  some  challenges  for  the 
VA.  On  the  one  hand,  it  gives  us,  I  guess,  an  opportunity  to  shift 
money  across  all  accounts  which  is  something  we  haven't  been  able 
to  do  in  the  recent  past.  And,  if  we  can  make  the  case  for  VA 
health  care,  of  course,  we  can  come  out  in  pretty  good  shape.  But, 
on  the  other  hand,  you  know,  even  though  we  can  reach  over  to  the 
Pentagon  or  to  any  number  of  other  budget  items  in  order  to  get 
the  dollars  for  the  VA,  you  are  going  to  be  up  against  well  orga- 
nized constituencies  trying  to  defend  those  other  programs. 

So  it  is  a  good  news,  bad  news  scenario.  There  is  money  in  this 
investment  budget  to  spread  around  to  some  high  priority  items, 
but  everybody  in  town  is  going  to  be  defending  every  aspect  of  the 
budget  and  trying  to  present  it  as  a  high  priority,  and  if  we  don't 
make  priorities  in  this  budget,  we  are  going  to  see  a  continuation 
of  what  we  have  seen  in  the  last  10  years  where  we  get  a  very 
small  slice  of  that  new  money  for  VA  health  care. 
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So  that  means  it  is  a  challenge  for  you  and  a  challenge  for  us. 
Because  beyond  1994,  where  I  think  we  have  some  general  sense  of 
where  those  budget  numbers  are  going,  everything  else  is  an  open 
question. 

Thank  you,  Mr.  Chairman.  I  don't  have  any  further  questions. 
Mr.  Sangmeister.  The  gentleman  from  New  Jersey,  Mr.  Smith. 
Mr.  Smith.  Thank  you  very  much,  Mr.  Chairman.  I  would  like  to 
ask,  Mr.  Schulz,  the  Independent  Budget  recommends  that  Con- 
gress should  legislate  as  an  entitlement  reasonable  time  limit 
standards  for  the  VA's  provision  of  vocational  rehab  services  to  eli- 
gible veterans.  Certainly  a  lack  of  timeliness  in  vocational  rehab 
services  is  a  serious  problem,  and  may  indeed  be  getting  worse  just 
as  the  Independent  Budget  predicts. 

Can  you  explain  how  such  an  entitlement  to  reasonable  timeli- 
ness standards  would  operate? 

Mr.  Schultz.  Well,  I  believe  we  had  legislation  introduced  in  the 
last  Congress  that  addressed  this  issue,  and  we  merely  had  a  figure 
of  6  months.  If  they  can't  provide  it  in  6  months,  then  they  have  to 
provide  the  compensation  or  pension  that  would  have  been  pay- 
able. But  in  vocational  rehabilitation  it  was  that  they  had  to  con- 
tract out  for  counseling.  I  know  VA  certainly  does  do  some  of  the 
contracting  out  in  vocational  rehabilitation  where  they  have  pri- 
vate industry  vocational  rehabilitation  specialists  to  take  a  look  at 
individuals  and  assess  their  needs. 

Our  efforts  here,  of  course,  is  to  force  the  VA,  if  you  will,  to  take 
a  look  at  what  they  have  and  what  it  is  going  to  take  to  provide 
these  benefits  in  a  timely  manner,  to  have  a  more  honest  assess- 
ment. Quite  frankly,  at  the  time  we  did  this  we  were  very  frustrat- 
ed by  the  OMB  tactics  of  not  letting  VA  really  tell  the  Congress 
exactly  what  they  needed.  You  know  how  the  passback  works.  Our 
attempt  here  really  is  to  address  the  issue  and  to  set  some  time 
limit  standards  and  have  the  VA  meet  them.  Because  in  years  past 
when  they  didn't  meet  them  they  would  just  change  their  goals. 
Mr.  Smith.  Okay.  I  thank  you. 

Mr.  Magill,  in  your  opinion,  does  the  VA  need  additional  hospital 
beds?  And  if  so,  how  might  that  be  reconciled  with  the  number  of 
empty  beds?  Is  it  a  matter  of  misallocation,  or  do  we  need  addition- 
al beds? 

Mr.  Magill.  No.  It  is  a  case  of  not  enough  funding  coming  in  to 
the  hospitals.  There  are  enough  veterans  out  there  to  fill  those 
beds.  The  problem  is  that  they  don't  have  the  staff,  and  that  is  why 
they  have  been  closing  wards. 

Mr.  Smith.  How  would  the  administration's  proposal  to  cut  some 
$1  billion  under  the  general  umbrella  heading  of  "improved  man- 
agement" for  hospitals  affect  that  problem  that  you  just  men- 
tioned? 

It  seems  to  me  to  date  they  really  don't  have  a  clue  how  they  are 
going  to  implement  such  a  cut,  and  just  to  say  we  are  going  to  im- 
prove management — we  have  been  hearing  that  for  so  many  years 
in  a  whole  host  of  programs.  It  has  become  almost  meaningless. 
And  I  would  suggest  that  management  has  been  improved  to  a 
large  extent,  and  now  we  are  talking  about  cutting  into  bone  and 
sinew  and  muscle  and  everything  else. 

If  you  can  respond  to  that — the  billion  dollars? 
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Mr.  Magill.  I  have  to  agree  with  you  on  this.  We  have  been  for 
as  many  years  as  I  can  remember,  they  have  been  saving  money 
through  increased  efficiency.  If  that  is  the  case,  the  VA  must  be 
about  the  most  efficient  organization  out  there  right  now. 

I  have  no  idea  how  they  are  going  to  do  that. 

Mr.  Smith.  So  it  will  probably  lead  to  a  cutback  in  actual  serv- 
ices? 

Mr.  Magill.  Yes,  sir. 

Mr.  Smith.  In  your  estimation? 

Mr.  Magill.  Yes,  sir. 

Mr.  Smith.  Is  that  pretty  much  concurred  with  by  your  col- 
leagues? 

Mr.  Skornik.  Yes. 

Mr.  Smith.  I  thank  you  very  much,  and  thank  you  for  your  good 
work  on  this  Independent  Budget. 

Mr.  Sangmeister.  Mr.  Stump,  anything  further? 

Mr.  Stump.  Thank  you,  Mr.  Chairman.  No.  Just  to  thank  you 
gentlemen  for  the  good  work  you  do,  and  it  is  my  hope  that  even 
though  this  budget  proposal  will  have  already  passed  we  can  get 
the  new  Secretary  up  here  to  explain  some  of  the  President's  prop- 
ositions and  their  impact  on  the  VA.  And  I  thank  you  very  much 
again. 

Mr.  Sangmeister.  Mr.  Smith. 

Mr.  Smith.  I  would  just  ask  that  my  opening  comments  be  made 
a  part  of  the  record. 

Mr.  Sangmeister.  Without  objection,  so  ordered.  It  will  be  done. 

[The  statement  of  Hon.  Christopher  H.  Smith  appears  at  p.  71.] 

Mr.  Sangmeister.  Thank  you,  gentlemen,  for  coming.  Obviously, 
it  is  a  tough  year  ahead  for  all  of  us,  and  some  tough  decisions.  But 
thank  you  very  much  for  your  participation  this  morning. 

(A  chorus  of  "Thank  you.") 

Mr.  Sangmeister.  The  next  witness  we  have  is  Mr.  Richard 
Johnson,  the  Executive  Director  of  Government  Affairs  for  the  Non 
Commissioned  Officers  Association.  Mr.  Johnson. 

At  the  same  time,  why  doesn't  Kim  Goldenberg,  who  is  the  Dean, 
Wright  State  University  School  of  Medicine,  Dayton,  Ohio,  on 
behalf  of  Friends  of  VA  Medical  Care  and  Health  Research,  come 
to  the  table  at  the  same  time.  Thank  you,  sir. 

Okay,  gentlemen.  Thank  you  very  much.  Mr.  Johnson,  we  will 
commence  with  your  testimony. 

STATEMENTS  OF  RICHARD  W.  JOHNSON,  EXECUTIVE  DIRECTOR 
OF  GOVERNMENT  AFFAIRS,  NON  COMMISSIONED  OFFICERS 
ASSOCIATION;  AND  KIM  GOLDENBERG,  M.D.,  DEAN,  WRIGHT 
STATE  UNIVERSITY  SCHOOL  OF  MEDICINE,  DAYTON,  OHIO,  ON 
BEHALF  OF  FRIENDS  OF  VA  MEDICAL  CARE  AND  HEALTH  RE- 
SEARCH 

STATEMENT  OF  RICHARD  W.  JOHNSON 

Mr.  Johnson.  Thank  you,  Mr.  Chairman.  NCOA  sincerely  appre- 
ciates the  opportunity  to  comment  this  morning  on  the  President's 
budget  proposal. 

The  President  seems  to  follow  a  single  theme  of  shared  sacrifice, 
and  as  stated  by  previous  witnesses  the  willingness  of  veterans  to 
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do  their  fair  share  is  not  at  issue.  What  is  at  issue  is  determining  a 
level  of  sacrifice  that  is  fair  to  veterans. 

President  Clinton  proposes  $2.5  billion  in  cuts  over  the  next  4 
years  in  veterans'  programs:  $1.2  billion  will  come  from  medical 
care;  $750  million  from  home  loans;  $340  million  from  education. 
Concurrently,  the  President  proposes  $23  billion  in  new,  non-veter- 
an medical  care  spending,  $12  billion  in  non-veteran  housing 
spending,  and  $38  billion  in  new,  non-veteran  education  spending. 
It  is  difficult  to  accept  that  there  is  a  balance  represented  in  these 
figures. 

The  President  proposes  to  cut  9,200  VA  employees,  5520  by  the 
end  of  next  year.  That  equates  to  a  loss — if  these  people  come  from 
the  health  administration,  that  equates  to  a  loss  of  50,000  inpatient 
visits,  or  1.2  million  outpatient  visits  in  a  single  year  and  each  year 
thereafter.  Already  too  many  veterans,  in  our  estimation,  are 
denied  medical  care. 

Since  its  creation  the  Montgomery  G.I.  bill  has  declined  in  value 
anywhere  from  3  percent  to  25  percent  depending  on  the  measure 
used.  Mr.  Clinton  would  further  devalue  the  program  by  increasing 
participation  fees  33  percent.  The  pay  forfeiture  required  of  mili- 
tary recruits  would  rise  from  5  to  8  percent  of  base  pay,  and  that  is 
in  addition  to  suffering  a  pay  freeze  this  year.  Yet  participants  in 
Mr.  Clinton's  National  Service  Program  will  make  no  similar  sacri- 
fice in  income  or  even  by  giving  military  service.  Civilians  who  re- 
ceive Pell  grants  will  continue  to  receive  more  than  war-time  veter- 
ans seeking  post-service  education  assistance.  NCOA  cannot  con- 
ceive of  these  as  being  fair. 

Mr.  Chairman,  veterans  will  sacrifice  at  least  twice  in  the  Presi- 
dent's programs.  First,  we  seem  to  have  set  aside  the  concept  that 
veterans,  in  fact,  are  citizens,  and,  Mr.  Chairman,  veterans  will 
sacrifice  first  as  citizens.  They  will  pay  the  higher  taxes  Mr.  Clin- 
ton demands.  They  will  suffer  the  loss  in  services  that  all  citizens 
must  bear.  And  then  they  will  suffer  second.  They  will  suffer  again 
because  they  are  veterans,  and  just  because  they  are  veterans. 

Under  the  provisions  of  the  Omnibus  Budget  Reconciliation  Act 
of  1990,  veterans  sacrificed  $5  billion  in  the  name  of  deficit  reduc- 
tion. Over  the  past  decade,  veterans  have  suffered  the  reduction  of 
benefits  or  the  addition  of  user  fees  in  every  benefit  program  as  a 
sacrifice  to  this  Nation.  We  can  only  ask  when  will  it  be  enough? 

Mr.  Chairman,  that  concludes  my  remarks  this  morning.  I  would 
be  happy  to  address  any  questions  the  committee  may  have. 

[The  prepared  statement  of  Mr.  Johnson  appears  on  p.  251.] 

Mr.  Sangmeister.  Why  don't  we  proceed  with  Dr.  Goldenberg's 
testimony  right  now?  Then  we  can  have  questions  as  we  go  round 
for  both  of  you. 

STATEMENT  OF  KIM  GOLDENBERG,  M.D. 

Dr.  Goldenberg.  Thank  you.  Good  morning.  I  am  here  today  on 
behalf  of  the  Friends  of  VA  Medical  Care  and  Health  Research,  a 
coalition  of  approximately  70  national  academic,  health  and  re- 
search organizations  that  unified  to  express  concern  about  funding 
for  VA  health  care  programs.  For  the  past  6  years,  the  Friends  of 
VA  have  developed  a  need-based  budget.  For  fiscal  year  1994  the 
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Friends  of  VA  proposal  recommends  a  total  of  $18.18  billion  for 
medical  care  and  $312  million  for  research.  I  request  that  the 
Friends  of  VA  fiscal  year  1994  document  and  list  of  sponsors  be  in- 
cluded in  the  hearing  record  as  a  supplement  to  my  statement. 

Mr.  Sangmeister.  Without  objection,  so  it  will  be  done. 

(See  p.  263.) 

Dr.  Goldenberg.  Thank  you.  I  personally  received  a  significant 
portion  of  my  training  as  a  medical  student  in  a  VA  medical 
center.  Early  in  my  career  I  had  the  good  fortune  to  engage  in  im- 
munology research  and  build  upon  the  pioneering  work  of  Nobel 
laureate,  Dr.  Rosalyn  Yalow.  Her  research  in  radioimmunoassay 
developed  at  the  Bronx  VAMC  is  one  of  the  more  important  discov- 
eries of  the  20th  century. 

In  the  past  10  years,  I  have  been  fortunate  to  work  closely  as  a 
consultant  and  then  subsequently  as  a  chair  of  a  dean's  committee 
in  a  VAMC.  The  Dayton  VAMC,  affiliated  with  Wright  State  Uni- 
versity School  of  Medicine,  has  a  modern  ambulatory  facility  that 
provides  approximately  190,000  outpatient  visits  per  year.  Al- 
though most  patients  relate  to  a  primary  care  physician,  this  physi- 
cian cannot  always  follow  the  veteran  through  the  system  from 
outpatient  to  inpatient  due  to  budget  shortfalls. 

The  budget  inhibits  us  from  fully  developing  a  primary  care 
model  that  provides  for  complete  continuity  of  care.  My  colleagues 
nationwide  share  my  concern  about  the  ramifications  of  fiscal  con- 
straints in  a  clinical  setting  and  the  effects  of  such  pressure  on  the 
quality  of  the  environment  for  delivering  care  to  veterans  as  well 
as  for  training  students  and  residents  in  medicine  and  other  health 
care  disciplines. 

Over  the  past  decade  the  VA  medical  care  appropriation  has  not 
included  a  real  dollar  increase.  At  the  same  time  the  VA  has  ex- 
tended the  amount  of  care  provided.  In  the  past  5  years  the  VA 
workload  has  expanded  by  nearly  1.5  million  outpatient  visits  with- 
out an  increase  in  buying  power.  In  other  words;  the  VA  has  cut 
the  fat  and  is  clearly  doing  more  with  less,  as  you  all  know. 

In  some  areas  the  VA  is  treating  fewer  veterans,  such  as  in  nurs- 
ing home  care,  not  because  demand  for  such  care  has  diminished, 
but  because  of  a  lack  of  resources.  I  am  concerned  that  the  VA  is 
now  cutting  into  muscle  tissue  and  that  the  system  will  be  perma- 
nently harmed  if  this  trend  continues. 

One  productive  method  that  has  been  mentioned  here  this  morn- 
ing to  cut  costs  has  been  through  sharing  agreements  for  personnel 
and  medical  tests  between  VAMCs  and  the  Department  of  Defense 
as  well  as  the  local  community.  For  example,  in  Dayton  the  VAMC 
shares  a  freestanding  Magnetic  Resonance  Imaging  Center  with 
community  hospitals  and  a  hyperbaric  oxygen  chamber  with 
Wright  Patterson  Air  Force  Medical  Center.  However,  sharing 
agreements  can  only  cut  costs  so  far,  as  you  might  imagine. 

The  VA  research  program  has  also  suffered  as  a  result  of  fiscal 
constraints.  Chairman  Montgomery  noted  this  in  a  February  2nd 
speech  on  the  House  floor  and  submitted  an  article  to  this  effect 
written  by  Dr.  Dennis  Smith,  head  of  the  VA  research  program.  A 
total  of  277  VA  very  meritorious  research  projects  could  not  be 
funded  in  fiscal  year  1993  due  to  a  lack  of  resources. 
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Despite  these  severe  constraints,  VAMCs  have  maintained  a  sig- 
nificant effort  in  conducting  health  care  research.  For  example,  the 
Dayton  VAMC  has  one  of  the  largest  projects  for  improving  cardio- 
vascular fitness  and  functional  ability  in  veterans  with  spinal  cord 
injuries.  We  have  maintained  this  project  despite  challenges  in  re- 
cruiting staff,  and  I  will  submit  for  the  record  a  list  of  examples  of 
other  current  VA  research  projects,  with  your  permission. 

(See  p.  281.) 

The  VA  research  program  is  unique  among  the  Nation's  research 
enterprise  because  it  directly  stems  from  the  health  problems  pre- 
sented by  veterans.  Over  80  percent  of  VA  research  is  conducted  by 
clinicians  as  opposed  to  approximately  20  to  25  percent  of  NIH- 
funded  research.  Although  the  VA  research  budget  is  less  than  3 
percent  of  the  NIH  budget,  it  provides  some  support  to  more  than  a 
third  of  all  physician  investigators  in  the  United  States.  No  other 
system  maintains  as  strong  a  link  between  patient  care  and  re- 
search in  this  country. 

VA  and  NIH  research  efforts  compliment  but  could  never  substi- 
tute the  other.  First,  the  VA  research  programs  only  fund  investi- 
gators who  work,  as  you  know,  over  half  time  within  the  VHA. 
Moreover  the  VA  presents  unique  opportunities  to  conduct  popula- 
tion, cost  effectiveness  and  outcome  studies  because  of  the  magni- 
tude of  the  system.  No  other  system  has  the  ability  to  conduct 
large-scale,  multiple-site  studies  of  costly  and  complex  interven- 
tions and  subsequently  assess  the  effectiveness  of  those  interven- 
tions. Such  programs  and  studies  can  serve  as  a  model  for  the 
Nation.  For  example,  many  of  the  VA  effectiveness  studies  could 
inform  the  current  debate  on  national  health  care  reform. 

My  description  of  what  the  VA  has  done  and  what  could  be  done 
has  a  major  qualifier.  The  VA  research  program  is  at  a  critical 
juncture.  Years  of  underfunding  have  taken  a  grim  toll.  The  pro- 
gram has  been  forced  to  tax  itself  in  certain  areas  to  support  other 
efforts.  Efforts  to  restore  funding  have  not  been  successful.  In  fiscal 
year  1993  no  new  grants  will  be  awarded. 

I  must  say  that  the  VA  research  program  would  have  expired 
long  ago,  in  my  opinion,  if  it  had  not  been  for  the  efforts  of  the 
chairman  of  this  committee  and  others  here  to  secure  a  transfer  of 
funds  to  the  VA  from  the  Department  of  Defense  for  joint  research 
projects.  The  Friends  of  VA  greatly  appreciate  Chairman  Mont- 
gomery's efforts  and  commitment  as  well  as  those  of  committee 
members  in  this  regard.  We  share  your  frustration,  however,  that 
the  DOD/VA  funds  meant  to  support  additional  research  opportu- 
nities have  been  used  in  recent  years  to  replace  growth  in  the  VA 
budget. 

There  is  every  indication  that  VA  research  will  not  fare  well 
again  in  fiscal  year  1994.  The  fiscal  year  1993  research  appropria- 
tion was  completely  consumed  by  meeting  the  resource  commit- 
ments of  ongoing  multi-year  projects.  My  written  testimony  in- 
cludes a  list  of  the  specific  consequences  if  VA  research  receives 
less  than  the  $232  million  appropriated  in  fiscal  year  1993.  In  sum, 
there  will  be  no  new  projects.  Certain  multiple-year  projects  will  be 
discontinued  in  midstream,  and  the  total  number  of  funded  pro- 
grams will  fall  from  2,100  in  fiscal  year  1992  to  less  than  1,400  pro- 
grams in  fiscal  year  1994,  a  33  percent  loss.  I  strongly  urge  Con- 
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gress  to  support  the  Friends  of  VA  fiscal  year  1994  recommenda- 
tion of  $312  million  for  VA  research  to  reverse  these  alarming  sta- 
tistics. 

On  behalf  of  the  Friends  of  VA  thank  you  for  the  opportunity  to 
testify  this  morning.  The  coalition  looks  forward  to  working  with 
you  toward  our  common  goal  of  securing  appropriations  levels  to 
meet  the  VA's  mission  of  securing  high  quality  health  care  to  our 
veterans. 

Thank  you. 

Mr.  Sangmeister.  Thank  you. 

[The  prepared  statement  of  Dr.  Goldenberg  appears  at  p.  256.] 

Mr.  Sangmeister.  As  you  probably  recognize,  we  undoubtedly 
have  a  Journal  vote  that  is  coming  up.  And,  although  we  all  have 
questions  we  would  like  to  ask  of  you,  I  think  because  of  the  nature 
of  the  work  on  the  floor  today  what  I  would  like  to  do  is  both  ma- 
jority and  minority  side  will  submit  written  questions  to  both  of 
you,  which  we  would  request  that  you  take  the  time  to  answer  for 
the  separate  committee  members,  and  then  we  can  put  them  into 
the  record. 

Is  there  anyone  on  the  committee  that  has  any  objection  to  that? 

Mr.  Stump.  Mr.  Chairman,  I  have  no  objection.  I  would  just  like 
to  thank  both  gentlemen  for  appearing  before  us  today  and  taking 
the  time.  And  we  do  have  questions  for  the  record  of  both  Dick 
Johnson  and  Dr.  Goldenberg,  and  we  would  appreciate  it  if  you 
would  submit  some  answers  to  the  questions. 

Mr.  Sangmeister.  Okay,  gentlemen,  thank  you  very  much. 

With  that,  unless  there  is  anything  else,  the  committee  is  ad- 
journed. 

[Whereupon,  at  11:14  a.m.,  the  committee  was  adjourned,  to  re- 
convene subject  to  the  call  of  the  chair.] 
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FISCAL  YEAR  1994  DEPARTMENT  OF  VETERANS 
AFFAIRS  BUDGET 


TUESDAY,  APRIL  20,  1993 

House  of  Representatives, 
Committee  on  Veterans  Affairs, 

Washington,  DC. 
The  committee  met,  pursuant  to  call,  at  9:30  a.m.,  in  room  334, 
Cannon   House  Office  Building,   Hon.   G.V.   (Sonny)  Montgomery 
(chairman  of  the  committee),  presiding. 

Present:  Representatives  Montgomery,  Evans,  Penny,  Rowland, 
Slattery,  Kennedy,  Sangmeister,  Clement,  Tejeda,  Gutierrez, 
Bishop,  Clyburn,  Kreidler,  Brown,  Stump,  Smith,  Ridge,  Hutchin- 
son, Everett,  Buyer,  Bachus,  and  Linder. 

OPENING  STATEMENT  OF  CHAIRMAN  MONTGOMERY 

The  Chairman.  Good  morning.  The  full  committee  will  come  to 
order.  We  are  here  this  morning  to  receive  testimony  from  the  De- 
partment of  Veteran  Affairs  and  the  Court  of  Veterans  Appeals  on 
President  Clinton's  proposed  VA  budget  for  the  fiscal  year  1994. 

I  have  received  the  President's  spending  plan,  and  I  am  general- 
ly pleased  with  it.  The  administration's  total  fiscal  1994  budget  re- 
quest for  the  Department  of  Veterans  Affairs  is  $36.4  billion,  which 
is  $1.2  billion  more  than  the  1993  enacted  level.  The  budget  con- 
tains $15.6  billion  for  medical  care,  an  increase  of  $1  billion  over 
last  year. 

The  VA  deserves  a  strategic  role  in  the  health  care  direction  of 
this  country.  The  recent  meeting  with  Mrs.  Clinton  and  the  service 
organizations  is  one  step  in  that  direction.  My  colleagues,  some  of 
them,  Secretary  Brown,  and  myself,  met  with  Mrs.  Clinton  twice 
talking  about  how  the  VA  health  care  system  would  be  included  in 
the  national  health  care  policy. 

Having  sufficient  resources  to  carry  out  this  role  we  feel  comfort- 
able that  we  will  be  included.  Through  this  budget,  the  President  is 
living  up  to  his  commitment  to  give  veterans  the  kind  of  health 
care  system  their  country  owes  them. 

Mr.  Secretary,  you  deserve  a  great  deal  of  credit  for  this  budget. 
Everyone  who  knows  you  and  worked  with  you  is  aware  that  you 
are  a  tried  and  true  advocate  of  the  veteran.  I  have  no  doubt  that 
your  input  into  these  funding  proposals  was  considerable.  And 
you've  mentioned  this  morning  that  you  had  something  to  do  with 
this  budget. 

However,  I  must  confess  that  I  am  puzzled  over  the  $26  million 
reduction  you  have  made  in  the  research  budget.  It  cannot  be  justi- 
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fled  in  my  opinion  and  in  the  opinion  of  many  others  who  know 
the  value  of  research  to  quality  care. 

The  President's  budget  provides  for  an  additional  2,500  VA 
health  care  personnel,  1,800  of  whom  would  be  required  for  new  fa- 
cility activations.  On  the  surface,  this  sounds  good.  But  we  will  be 
interested  in  your  response  as  to  how  the  VA  will  be  affected  by 
the  deep  VA  employee  cuts  indicated  in  the  President's  economic 
recovery  plan  presented  to  Congress  on  February  17. 

This  plan  calls  for  VA  to  lose  almost  9,000  full-time  employees  as 
part  of  the  President's  target  of  trimming  100,000  from  the  Federal 
civilian  workforce  by  1995.  In  other  words,  it  looks  like  of  the 
100,000  by  1995,  Mr.  Secretary,  you  would  take  almost  one-tenth  of 
that  cut.  It  now  appears  that  the  VA  must  suffer  the  full  impact  of 
that  cut  in  the  fiscal  1995  budget. 

The  net  effect  of  the  administration's  fiscal  1994  budget  recom- 
mendation is  an  increase  of  2,000  VA  personnel  Department-wide 
jobs,  including  an  additional  92  people  to  process  and  to  adjudicate 
veterans'  claims  for  benefits.  But  again,  the  bad  news  is  that  it 
would  appear  that  you  must  reduce  VA  personnel  by  9,000  FTEE 
in  the  next  budget. 

As  I  said  earlier,  the  proposed  $26  million  cut  in  VA  medical  re- 
search funding,  from  $232  million  to  $206  million,  will  have  an  ad- 
verse impact  on  direct  medical  care. 

And,  to  my  colleagues,  we  got  the  $232  million  last  year,  and  it's 
recommended  by  OMB  and  by  the  Secretary  that  we  will  reduce 
medical  research  about  $26  million.  Most  other  research  groups, 
such  as  the  Department  of  Defense  and  the  NIH,  they  did  get  a 
recommendation  of  an  increase  in  their  medical  research. 

This  medical  research  proposal  will  result  in  a  reduction  of  743 
research  employees.  This  is  one  proposal  with  which  most  members 
of  the  committee  strongly  disagree.  What  makes  it  even  more  puz- 
zling is  that  while  VA  research  has  been  cut  by  $36  million  in  the 
last  two  budget  cycles — and  I  said  this — the  Army  research  pro- 
gram has  received  at  least  an  additional  $210  million  and  NIH  is 
receiving  an  additional  $125  million  this  year.  Does  this  mean  the 
administration  views  VA  research  as  less  important?  And  I  think 
the  Secretary  will  explain  to  us  about  this  serious  matter. 

Without  research  incentives,  VA  is  going  to  lose  some  outstand- 
ing researchers.  And  these  hospitals  and  outpatient  clinicians  at- 
tract a  lot  of  good  medical  professional  people  into  our  system  be- 
cause we  do  have  this  VA  health  care  research  system,  and  that's 
what  they  want  to  do.  We've  done  a  lot  of  good  for  all  Americans 
by  research  developed  in  the  VA  health  care  system. 

This  proposal  also  fails  to  recognize  that  the  VA  scientific 
achievement  benefits  us  all.  It  goes  to  veterans  and  non-veterans 
alike. 

I  have  written  to  Representative  Louis  Stokes,  chairman  of  the 
House  subcommittee  which  oversees  VA  funding,  to  recommend 
the  research  funding  shortfall  be  covered  by  transferring  funds 
from  other  budget  accounts.  I  guess  I'm  saying  he  could  transfer  it 
within  the  VA  or  he  could  take  it  from  other  accounts  that  come 
under  his  jurisdiction,  such  as  NASA  space  station  and  so  forth. 

The  proposed  major  construction  budget  is  also  of  concern.  We 
know  there  have  been  problems  with  the  construction  program. 


33 

And  we've  learned  that  the  VA  needs  to  improve  the  link  between 
planning  and  construction  efforts.  Those  problems,  however,  don't 
change  the  fact  that  the  VA — and  you  know  it — has  an  aging  phys- 
ical plant  with  extensive  construction  needs. 

The  VA  construction  program  has  faced  other  pressures.  For  ex- 
ample, the  GAO  recently  reported — I  want  my  colleagues  to  listen 
to  this — that  two-thirds  of  the  projects  receiving  initial  funding  in 
fiscal  year  1991  were  added  by  the  Appropriations  Committee. 

Last  year  we  passed  a  law  saying  that  the  Appropriations  Com- 
mittee couldn't  add  construction  projects  if  they  had  not  been  ap- 
proved by  this  committee.  We  passed  a  law  last  year,  and  it's  going 
in  effect,  I  guess,  in  the  1993-94  year,  but  that  will  help  us  some. 
But  two-thirds  of  the  projects  funded  in  1991  were  added  by  the  Ap- 
propriations Committee. 

So  we've  got  some  problems.  Some  people  abuse  the  system  on 
construction,  especially  in  the  Senate.  And  they  add  their  projects 
over  there,  and  they  take  money  away  from  other  really  needed 
construction  projects  around  the  country. 

Overall  this  is  a  reasonable  budget  for  veterans.  And  I'm  quite 
pleased  with  it. 

Mr.  Stump. 

OPENING  STATEMENT  OF  HON.  BOB  STUMP 

Mr.  Stump.  Thank  you,  Mr.  Chairman.  I  would  like  to  join  with 
you  in  extending  a  warm  welcome  to  Secretary  Brown  and  his  staff 
this  morning. 

Jesse  Brown  is  well-known  to  this  committee,  and  I'm  confident 
his  leadership  and  commitment  to  veterans  will  advance  our 
common  goal  of  improving  services  to  veterans.  Unfortunately, 
OMB's  budget  proposal  for  fiscal  year  1994  is  similar  to  what  we've 
seen  for  the  past  couple  of  years. 

The  differences  are  marginal  in  comparison  to  the  continuing 
need  of  chronically  under-funded  programs.  Though  there  are  some 
increases  in  this  budget,  I  believe  on  balance  that  this  budget  is 
just  business  as  usual. 

Mr.  Chairman,  to  be  fair,  Secretary  Brown  could  not  be  expected 
to  turn  OMB  around  in  such  a  short  time,  and  we  should  not 
expect  budget  miracles  until  next  year,  after  the  Secretary  has  had 
a  full  year  to  battle  for  a  better  budget.  And  we  look  forward  to 
working  with  him  in  these  endeavors. 

Nice  to  have  you  here,  Secretary  Brown. 

Mr.  Brown.  Thank  you. 

The  Chairman.  After  those  comments,  Mr.  Secretary,  welcome. 
And  you  might  introduce  the  witnesses  also  at  the  table. 

Mr.  Brown.  We  have  Mr.  Catlett. 

The  Chairman.  Mr.  Secretary,  you  have  to  pull  that  mike  a  little 
closer.  I  don't  need  any  comments  from  them.  I  just  need  you  to 
introduce  them.  But  if  you  want  to  say  something,  I  didn't  mean  to 
cut  you  off. 

Mr.  Brown.  I'm  going  to  let  them  introduce  themselves. 

The  Chairman.  Okay. 

Mr.  Catlett.  I'm  Mark  Catlett,  the  Acting  Assistant  Secretary 
for  Finance  and  IRM. 
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Mr.  Vogel.  I'm  John  Vogel,  the  Deputy  Under  Secretary  for 
Benefits. 

Dr.  Holsinger.  Dr.  Jim  Holsinger,  Under  Secretary  for  Health. 

Mr.  Gober.  Hershel  Gober,  Deputy  Secretary. 

Mr.  Rapp.  I'm  Roger  Rapp,  Acting  Director  of  the  National  Cem- 
etery System. 

The  Chairman.  The  chair  recognizes  the  Secretary  of  Veterans 
Affairs. 

STATEMENT  OF  HON.  JESSE  BROWN,  SECRETARY,  DEPARTMENT 
OF  VETERANS  AFFAIRS;  ACCOMPANIED  BY  HON.  HERSHEL 
GOBER,  DEPUTY  SECRETARY;  DR.  JAMES  W.  HOLSINGER, 
UNDER  SECRETARY  FOR  HEALTH;  R.  JOHN  VOGEL,  DEPUTY 
UNDER  SECRETARY  FOR  BENEFITS;  ROGER  RAPP,  ACTING  DI- 
RECTOR OF  THE  NATIONAL  CEMETERY  SYSTEM;  ROBERT  COY, 
ACTING  GENERAL  COUNSEL;  AND  D.  MARK  CATLETT,  ACTING 
ASSISTANT  SECRETARY  FOR  FINANCE  AND  INFORMATION  RE- 
SOURCES MANAGEMENT 

STATEMENT  OF  HON.  JESSE  BROWN 

Mr.  Brown.  Thank  you,  sir. 

Mr.  Chairman  and  members  of  the  committee,  I  am  delighted  to 
be  here  this  morning  to  present  to  you  the  fiscal  year  1994  budget 
for  the  Department  of  Veterans  Affairs. 

I  am  deeply  appreciative  of  the  President's  efforts  to  support  a 
funding  level  for  veterans'  programs  that  is  commensurate  with 
their  needs.  The  President  has  kept  his  word  and  sustained  quality 
health  care  at  VA.  He  has  proven  that  his  commitment  to  veterans 
was  not  simply  campaign  rhetoric. 

DOD  had  a  5  percent  decrease  in  funding,  while  Federal  spend- 
ing for  discretionary  programs  this  year  was,  on  average,  increased 
by  only  3.3  percent.  When  comparing  the  VA's  funding  level  with 
other  departments  across  this  town,  we  can  say  that  we've  done 
better  than  average  with  an  increase  of  5  percent. 

VA  has  received  a  real  increase  of  $1.2  billion  over  last  year's 
enacted  level.  Given  the  current  economic  realities  of  our  Federal 
budget,  this  increase  is  impressive.  As  we  consider  the  VA's  medi- 
cal system's  role  in  national  health  care  reform,  a  real  billion- 
dollar  increase  has  been  provided  to  maintain  current  services. 

The  VA  will  benefit  from  an  increase  of  2,500  FTEE,  1,800  of 
which  we  use  to  activate  4  satellite  outpatient  clinics,  24  clinical 
additions,  20  nursing  home  care  units,  and  9  modernization 
projects.  The  remaining  700  FTEE  will  go  toward  augmenting  staff 
involved  in  direct  care  to  veterans. 

Considering  the  Government-wide  pay  freeze,  we  can  say  that 
this  billion-dollar  increase  is  more  significant  than  funding  in- 
creases received  in  the  past. 

While  it  is  true  that  medical  care  has  not  been  subject  to  the 
staffing  reductions  required  by  the  President's  executive  order,  we 
are  supportive  of  this  administration's  efforts  to  trim  the  size  of 
government  operations  wherever  possible.  From  the  White  House 
on  down,  many  Federal  agencies  will  be  making  reductions  in  per- 
sonnel to  achieve  this  goal.  Accordingly,  the  VA  will  be  making  a 
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reduction  of  approximately  500  FTEE  in  1994  in  our  other  ac- 
counts. 

We  have  made  the  very  difficult  decision  to  provide  a  modest  in- 
crease in  Veterans  Benefits  Administration  and  National  Cemetery 
System  staffing  levels  by  absorbing  the  FTEE  reduction  in  research 
and  in  our  administrative  support  functions. 

We  decided  to  target  our  limited  FTEE  resources  towards  those 
areas  which  provide  direct  services  to  veterans.  Although  research 
has  taken  a  reduction,  we  are  committed  to  this  program  and  rec- 
ognize it  is  an  important  element  in  provision  of  quality  health 
care. 

Even  with  the  staffing  levels  in  VBA  maintained,  the  adjudica- 
tion backlog  continues  to  increase  at  an  unacceptable  level.  With- 
out maintaining  VBA's  staffing  at  1993  levels,  the  adjudication 
backlog  would  reach  1.2  million  by  the  end  of  1994. 

We  will  ask  the  service  organizations  to  help  us  find  a  solution  to 
this  problem.  Given  their  experience  in  this  area,  they  will  be  able 
to  identify  what  needs  to  be  fixed  and  how  to  fix  it. 

We  already  are  identifying  improvements  and  changes  to  the 
process  that  will  assist  us  in  reducing  this  backlog.  Some  of  them 
are:  reducing  the  pensioner  income  questionnaires  by  75  percent, 
which  would  make  available  244  FTEE  for  adjudication  of  claims; 
examining  the  consolidation  of  processing,  following  the  successful 
example  of  the  Montgomery  GI  Bill  process;  converting  staff  sup- 
port to  adjudication  staff;  expanding  the  success  with  the  Army  to 
all  service  branches  in  getting  medical  records  in  10  days,  rather 
than  65  days;  and  realigning  our  deployment  of  modernized  equip- 
ment to  achieve  more  immediate  improvement  in  our  efforts  to 
provide  timely  benefits  delivery. 

In  closing,  we  are  undertaking  a  review  of  all  of  our  administra- 
tive activities  to  find  effective  and  efficient  methods  of  managing 
the  Department.  We  are  committed  to  meeting  the  President's 
challenges  of  improving  services  to  our  customers,  the  Nation's  vet- 
erans, with  a  more  streamlined  department,  against  the  backdrop 
of  an  austere  Federal  budget. 

I  would  like  to  restate  how  pleased  I  am  with  the  funding  levels 
of  this  budget,  and  I'm  very  proud  to  present  it  to  you  today. 

Mr.  Chairman,  that  concludes  my  remarks,  and  I  am  available 
for  any  questions  you  or  the  members  have. 

[The  prepared  statement  of  Secretary  Brown  appears  on  p.  328.] 

The  Chairman.  I  certainly  want  to  commend  the  Secretary. 
That's  one  of  the  first  ones  we've  ever  had  in  less  than  5  minutes. 
You're  going  to  do  well,  Mr.  Secretary. 

Mr.  Stump. 

Mr.  Stump.  Thank  you,  Mr.  Chairman. 

Mr.  Secretary,  your  testimony  indicated  that  your  leadership 
within  the  VA  is  developing  eligibility  reform  proposals.  It  appears 
from  what  we've  seen  so  far  that  these  are  just  kind  of  a  general 
approach. 

When  do  you  expect  that  we  perhaps  could  have  some  specific 
proposals  about  eligibility  reform?  Do  you  have  any  idea  of  what 
this  is  going  to  cost  and  how  it's  going  to  be  paid  for? 
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Secretary  Brown.  We  are  working  very  closely  with  Mrs.  Clin- 
ton's Task  Force  for  National  Health  Care  Reform,  and  that  effort 
will  define  our  role. 

So  we  are  waiting,  as  everyone  else  is,  for  decisions  to  be  made. 
We  anticipate  those  decisions  probably  will  be  made  by  the  end  of 
May. 

Mr.  Stump.  Any  idea  about  the  cost? 

Secretary  Brown.  Not  at  this  time.  We  are  waiting  for  a  clear 
picture  of  what  our  defined  role  will  be  before  we  start  costing  it 
out. 

Mr.  Stump.  And  in  your  discussions  with  that  group  down  there, 
have  you  had  the  chance  to  convey  to  that  committee  and  the 
President's  wife  the  importance  that  the  VA  should  play  in  nation- 
al health  care? 

And  are  you  going  to  press  to  keep  VA  as  it  is — I  mean  as  a 
major  player — or  is  there  a  possibility  that  the  VA  would  just  be 
blended  in  with  everything  else? 

Secretary  Brown.  I  don't  have  to  press.  I  think  Mrs.  Clinton 
made  it  clear  from  the  outset  that  she  viewed  VA  as  a  major 
player  in  the  national  health  care  debate  and  the  evaluation  proc- 
ess. 

Out  of  the  500  or  so  members  working  on  the  various  sub-tasks, 
VA  has  33  employees  in  that  process.  I  myself  serve  on  Mrs.  Clin- 
ton's task  force.  VA  is  well-represented.  It  is  an  example  of  Mrs. 
Clinton's  and  the  President's  commitment  to  making  sure  that  the 
veterans'  interests  are  protected  and  considered. 

The  Chairman.  Would  the  gentleman  yield? 

Mr.  Stump.  Certainly. 

The  Chairman.  I  was  with  Secretary  Brown  when  we  met  twice 
with  Mrs.  Clinton.  And  she  understands  the  VA  health  care 
system.  She's  been  to  several  of  the  hospitals  and  her  father  prob- 
ably used  the  VA  hospital  in  Chicago  as  well  as  in  Little  Rock. 

I  felt  comfortable  that  the  VA  health  care  system  is  going  to  be 
protected  under  any  type  of  national  health  care  that  would  come 
up  in  the  next  few  months. 

Mr.  Stump.  Well,  I  would  hope  that  was  so  and  that  they're  not 
going  to  define  our  role  in  national  health  care.  Quite  to  the  con- 
trary, I  think  we  should  be  defining  the  VA's  proposal  to  them. 

I  believe  it's  very  important.  I  think  without  the  support  of  the 
Nation's  veterans  under  that  compromise  or  under  that  type  of  a 
plan,  there  are  going  to  be  some  rough  times  ahead  trying  to  come 
up  with  some  acceptable  health  care  reform. 

The  Chairman.  Would  the  gentleman  yield?  I  think  she  fully  un- 
derstands that  the  veterans  health  care  has  got  to  be  included  and 
treated  fairly  under  a  national  health  policy. 

Mr.  Stump.  Well,  thank  you,  Mr.  Secretary.  We  have  a  lot  of 
members  here,  and  I'm  going  to  follow  his  example.  I  do  have  some 
other  questions  I  would  like  to  submit  for  the  record  if  you  would, 
sir. 

Secretary  Brown.  Yes,  sir. 

Mr.  Stump.  Thank  you,  Mr.  Chairman. 

The  Chairman.  The  chair  would  like  to  yield  to  the  gentleman 
from  Illinois,  Chairman  of  the  Oversight  Subcommittee,  Lane 
Evans. 
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Mr.  Evans.  Thank  you,  Mr.  Chairman. 

Mr.  Secretary,  one-third  of  the  Nation's  homeless  are  veterans,  a 
fact  that  the  President  made  part  of  his  campaign  platform.  Presi- 
dent Clinton  made  an  additional  request  for  $424  million  additional 
dollars  for  supportive  housing  programs  in  the  stimulus  package. 

Given  this,  how  can  an  increase  of  $5  million  for  VA's  homeless 
programs  meet  the  overwhelming  need? 

Secretary  Brown.  We  are  actually  increasing  our  homeless  funds 
by  $10  million,  Mr.  Evans.  Right  now  it's  around  $44  million,  and 
we  have  funds  to  increase  it  to  about  $54  million. 

Mr.  Evans.  How  will  that  be  targeted,  Mr.  Secretary? 

Secretary  Brown.  Well,  it's  primarily  targeted  to  expand  our 
present  operations,  which  are  basically  broken  down  into  two 
areas.  One  is  an  outreach  effort,  for  lack  of  a  better  term,  simple 
outreach. 

And  the  other  is  our  treatment  effort,  where  we  actually  go  out 
and  pick  the  people  up  off  the  street,  identify  the  veterans,  and  sta- 
bilize the  conditions  they  suffer  from,  whether  drugs,  alcohol, 
mental  impairment,  unemployment,  or  other  physical  disabilities. 

Then  we  move  them  into  the  domiciliary,  which  is  a  transition 
before  they  are  actually  mainstreamed  back  into  society  and  their 
families. 

Mr.  Evans.  Mr.  Secretary,  we  have  a  number  of  community- 
based  organizations  across  the  country;  for  example,  Veterans  Ben- 
efits Clearinghouse  in  Roxbury,  MA,  Veterans  Leadership  Program 
in  St.  Louis,  MO,  and  many  others.  Will  any  of  the  money  that 
you're  seeking  be  targeted  to  help  these  kinds  of  organizations? 

Secretary  Brown.  I've  met  with  a  number  of  these  people,  and  I 
am  impressed.  The  question  of  homeless  veterans  is  a  very  complex 
one,  and  the  Federal  Government  does  not  necessarily  have  the  so- 
lutions. We're  looking  at  various  treatment  modalities  throughout 
the  country  to  try  to  determine  whether  or  not  there  is  a  pattern 
for  successful  programs. 

I  plan  on  reorganizing  how  we  provide  our  services  to  veterans, 
and  what  you're  talking  about  will  be  considered  in  the  process. 

Mr.  Evans.  These  community-based  organizations  have  done  a 
good  job  with  limited  hours.  Furthermore,  we  have  an  opportunity 
with  some  of  the  base  closings  to  try  to  make  something  good  out 
of  something  bad  happening  to  some  of  the  communities.  Some  of 
these  properties  should  be  used  to  help  both  veterans  and  non-vet- 
erans alike.  They  should  be  used,  in  part,  to  help  the  homeless.  So  I 
hope  we'll  be  looking  at  that  as  well  in  the  next  year. 

Secretary  Brown.  Yes,  sir. 

Mr.  Evans.  On  at  least  one  occasion,  the  White  House  estimated 
that  VA  staffing  would  be  reduced  by  1,900  full-time  equivalent 
employees  as  part  of  the  President's  economic  package.  What  re- 
duction in  VA  employment  is  proposed  for  the  next  year  and  in  the 
out  years  as  well? 

Secretary  Brown.  It  looks  like  next  year  we  will  have  to  absorb 
approximately  8,000  FTEE,  but  that  is  next  year.  We  are  going  to 
be  dealing  in  a  different  arena. 

We  will  have  a  better  feel  for  the  direction  of  national  health 
care  reform  and  VA's  role  in  it.  We  will  have  a  better  feel  for  eligi- 
bility reform. 
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We'll  be  dealing  with  that  when  the  time  comes  around. 

Mr.  Evans.  According  to  the  budget  proposal,  staffing  in  the 
Office  of  Inspector  General  will  be  reduced  by  8  FTEE.  Won't  this 
have  an  effect  on  the  IG  being  independent  to  work  with  the  VA? 

Secretary  Brown.  We  make  sure  that  we  maintain  the  statutory 
requirements  of  our  IG  office.  We  had  to  make  some  tough  choices. 
Everyone  had  to  give  a  little  bit  in  order  to  be  able  to  provide  cur- 
rent services  in  our  health  care  account,  and  support  VBA's  need 
in  1994  for  some  new  people.  We're  going  to  put  92  FTEE  in  there. 

We  do  not  believe  the  IG's  contribution  will  compromise  its  mis- 
sion. 

Mr.  Evans.  I  was  very  pleased  to  learn  that  the  Department  has 
concluded  that  establishing  a  VA  presence  in  Quincy,  IL  should  be 
examined  in  more  detail  and  closely  considered  in  coordination 
with  the  Illinois  State  Veterans  Fund  located  in  Quincy.  I  believe 
that  this  approach  is  real  American,  Mr.  Secretary,  and  I  appreci- 
ate the  Department's  concern. 

Mr.  Stump.  Would  the  gentleman  yield  to  me  for  one  second, 
please? 

Mr.  Evans.  Yes. 

Mr.  Stump.  The  gentleman  is  absolutely  right  when  he  says  the 
general  consensus  is  that  probably  one-third  of  the  homeless  in  this 
country  are  veterans.  And  there's  no  question  but  that  the  VA  does 
a  far  better  job  for  the  homeless,  I  mean,  with  more  services  than 
just  simply  providing  a  shelter. 

And  based  on  that,  I  have  introduced  H.  Res.  127,  which  says 
that  the  VA  should  be  given  closer  to  one-third  of  the  McKinney 
Act  funds.  And  I  welcome  the  gentleman  and  any  others  of  this 
committee  that  would  like  to  sign  onto  that  because  we  should  be 
getting  all  of  that  money,  and  we  do  a  far  better  job  than  most  or- 
ganizations. 

Thank  you. 

The  Chairman.  I  may  point  out— will  the  gentleman  yield? 

Mr.  Evans.  I'll  do  that,  Mr.  Chairman. 

The  Chairman  (continuing).  That  our  committee  has,  in  fact,  au- 
thorized $90  million  for  the  VA  for  homeless  veterans,  which  is 
almost  $40  million  more  than  recommended  by  the  administration. 

Before  yielding  to  Jim  Hutchinson  of  Arkansas 

Mr.  Kennedy.  Mr.  Chairman. 

The  Chairman.  Yes. 

Mr.  Kennedy.  Would  you  mind  just  defining  that  number  a  little 
bit?  My  understanding  is  that  we  were  still  at  about  the  $52  mil- 
lion figure,  not  the  $90  million  figure. 

The  Chairman.  I  ask  the  Chief  Counsel  to  respond  to  your  ques- 
tion. 

Mr.  Fleming.  The  authorization  bill  passed  last  year,  Mr.  Kenne- 
dy, would  bring  the  funding  up  to  around  $89  million. 

Mr.  Kennedy.  Oh,  yes,  the  authorization. 

Mr.  Fleming.  That  is  correct. 

Mr.  Kennedy.  But  in  terms  of  from  our  committee. 

Mr.  Fleming.  The  Appropriations  Committee  did  not  appropriate 
all  of  the  money  our  committee  authorized. 

Mr.  Kennedy.  We  didn't  really  request  it  either,  did  we,  Mack? 
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Mr.  Fleming.  What  do  you  mean  "request  it"? 

Mr.  Kennedy.  Well,  I  mean,  in  this  committee,  we  went  through 
a  process  of  getting  the  authorization  passed,  which  is  fine,  and  it's 
great.  But  at  some  point  we've  got  to  also  recognize  that  it  isn't 
just  authorizing.  You've  got  to  actually  go  after  the  appropriations 
process  in  terms  of  really  fighting  for  some  of  those  increases  for 
homeless  veterans  as  well. 

The  Chairman.  Good  point.  And  we  would  be  glad  to  work  with 
you  on  it,  Mr.  Kennedy. 

Mr.  Kennedy.  Thank  you,  Mr.  Chairman. 

The  Chairman.  Tim  Hutchinson  of  Arkansas  will  be  next,  but  I 
want  to  mention  that  this  committee  took  a  veterans  trip  to  Paris 
Island,  SC  to  meet  with  military  personnel  as  well  as  recruiters 
and  veterans.  And  then  we  went  to  Fort  Jackson  and  also  to  Fort 
Benning.  Mr.  Hutchinson  was  on  the  trip.  Sanford  Bishop  of  Geor- 
gia was  there.  And  Jim  Clyburn  of  South  Carolina  was  with  us. 

My  point  is  that  it  was  an  excellent  trip.  We  learned  a  lot.  We 
learned  about  transition,  which  means  that  the  personnel  that  are 
coming  out  of  the  service  are  getting  a  fair  deal  and  getting  briefed 
on  what  the  benefits  are.  The  recruiting  is  falling  off  some.  We're 
probably  not  getting  the  quality  we  got  a  year  ago.  That  might  be  a 
problem. 

I  guess  what  I'm  recommending  is  if  some  of  the  committee 
members  would  look  at  going  out  and  going  to  these  military 
camps,  we  certainly  can  learn  a  lot. 

Mr.  Hutchinson  of  Arkansas. 

Mr.  Hutchinson.  Thank  you,  Mr.  Chairman.  Let  me  say  how 
valuable  that  trip  was  and  how  much  I  appreciate  you  arranging  it. 
It  was  tremendously  educational  for  me  as  we  visited  these  bases 
and  had  an  opportunity  to  visit  with  recruiters  and  with  our  serv- 
icemen. And  one  of  my  questions  will  relate  to  that. 

I  want  to  thank  the  Secretary  for  the  work  that  he's  done  and 
for  his  willingness  to  come  here  today.  I  want  to  give  a  special  wel- 
come to  Mr.  Gober,  my  fellow  Arkansan.  We  appreciate  the  work 
he's  doing  in  the  VA. 

I  noticed  that  the  VA  has  not  earmarked  any  funding  for  the 
program  that  the  chairman  was  referring  to,  the  transition  assist- 
ance program  and  the  disabled  transition  assistance  program, 
DTAP,  despite  our  recommendations  that  the  VA  do  so.  So,  appar- 
ently, these  resources  for  these  very  valuable  transition  programs, 
while  perhaps  adequate,  are  coming  from  and  at  the  expense  of 
other  veterans  services,  which  are  being  used  to  support  TAP  and 
DTAP. 

My  question  is:  Why  should  we  not  on  such  high  priority  pro- 
grams, such  very  important  programs  as  these  transition  assistance 
programs  have  a  specific  earmarked  funding  for  them  so  that  ev- 
eryone could  really  tell  what's  what  and  where  those  resources  are 
coming  to  support  veteran  services  in  the  transition  assistance  pro- 
gram? Wouldn't  that  be  better?  What  is  your  opinion  of  that,  Mr. 
Secretary? 

Secretary  Brown.  I  would  ask  Mr.  Vogel  to  respond,  sir. 
Mr.  Vogel.  Thank  you,  Mr.  Secretary.  Mr.  Hutchinson,  the  per- 
sonnel involved  in  the  TAP,  transition  assistance  program,  and 
DTAP,  disabled  transition  assistance  program,  are,  as  you  point 
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out,  folks  that  would  be  otherwise  doing  other  work.  We've  had  a 
long-time  obligation  that  we  take  very  seriously  about  outreach. 

The  personnel  involved  in  those  two  programs  are  out  of  our 
complement  of  veterans  benefits  counselors  and  vocational  rehabili- 
tation specialists.  We  view  this  as  a  more  focused  approach  that  is 
yielding,  as  you  point  out,  very  fine  results.  We  have  done  tens  of 
thousands  of  personal  interviews  and  literally  thousands  of  group 
meetings  with  personnel  coming  off  active  duty. 

In  fact,  it  is  satisfying.  From  my  perspective,  we  are  joining 
hands  with  the  military  branches  of  the  Department  of  Defense  to 
do  the  outreach  collaboratively.  We  have  provided  resources  from 
existing  staffing.  We  feel  satisfied  that,  while  we're  very  busy, 
we're  able  to  handle  it. 

Mr.  Hutchinson.  Well,  I  certainly  agree  with  you  that  they're 
valued  programs.  And  it's  that  very  value  and  the  high  priority  of 
those  programs  that  lead  me  to  be  concerned  that  there's  not  an 
earmarked  funding  for  them  and  that,  while  there  may  be  certain- 
ly adequate  resources,  it  is  much  more  difficult  to  ascertain  by  the 
way  the  budget's  prepared.  And  so  I  would  hope  that  it  might  be 
something  that  you  would  consider  and  look  at. 

Mr.  Vogel.  Thank  you,  Mr.  Hutchinson.  We'll  be  delighted  to  do 
that. 

Mr.  Hutchinson.  And,  Mr.  Secretary,  it  was  reassuring  to  me  to 
hear  the  amount  of  input  that  the  VA  is  having  on  health  care 
reform.  And  I'm  glad  that  we  have  so  many  people  who  are  on  that 
task  force. 

I  would  think  that  at  this  point,  down  the  road,  and  hopefully 
being  within  a  couple  of  months  of  having  that  program  released, 
we  would  be  beginning  to  get  a  little  bit  of  an  idea  of  where  the 
VA  health  care  system  is  going  to  fit  into  the  health  care  reform 
proposals. 

I  think  it  would  be  helpful  to  the  committee  if  any  of  that  can  be 
shared  with  us,  if  there  are  going  to  be  changes,  if  it's  going  to  be 
just  like  it  is  now  and  how  it's  going  to  impact  the  VA  budget. 

Secretary  Brown.  As  you  know,  at  this  point  no  concrete  deci- 
sions have  been  made.  But  I  think  it  is  safe  to  say  that  we  will 
have  a  system  that  is  independent,  that  will  be  maintained  for  vet- 
erans, and  that  provides  a  basic  continuum  of  care  for  the  people 
we  have  a  mandated  obligation  to  treat. 

We  will  have  a  system  that  is  competitive  in  the  sense  that  we 
will  have  to  make  sure  we  are  providing  the  same  kinds  of  services 
provided  in  the  private  sector. 

Those  are  the  kinds  of  things  coming  out  of  this  process,  a  proc- 
ess. Every  American  will  have  a  basic  package,  but  we  will  also  say 
to  veterans,  "Because  you're  veteran,  you  have  not  only  that  basic 
package,  but  you  will  probably  also  have  access  to  the  VA  system." 

Mr.  Hutchinson.  And  when  you  say  that  it's  going  to  be  inde- 
pendent, do  you  envision  it,  then,  continuing  to  be  exclusively  for 
veterans? 

Secretary  Brown.  When  I  say  "independent,"  yes,  that  it  would 
be  a  system  primarily  for  veterans. 

Mr.  Hutchinson.  Primarily. 

Secretary  Brown.  Well,  I  don't  want  to  leave  any  doubt  that  it 
will  be  a  system  for  veterans.  I  think  that  is  the  term.  Exactly  how 
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it's  going  to  look  in  terms  of  the  treatment  mix,  I  don't  know,  but 
I'm  of  the  opinion  that  it  will  be  a  system  for  veterans. 

Mr.  Hutchinson.  I  thank  the  Secretary.  And  I'll  yield  the  bal- 
ance of  my  time. 

The  Chairman.  He  wants  you  to  yield  to  him. 

Mr.  Hutchinson.  I'll  be  glad  to  yield.  Thank  you. 

Mr.  Bishop.  Thank  you,  Mr.  Hutchinson,  for  being  willing  to 
yield. 

I  wanted  to  follow  up,  Mr.  Chairman  and  Mr.  Secretary,  on  the 
question  of  the  transition  assistance  programs  and  failure  to  in- 
clude a  line  item  in  the  budget  for  those  programs. 

I  obviously  have  benefit  of  the  information  we  got  on  the  recent 
trip  to  Paris  Island,  Fort  Jackson,  and  Fort  Benning  in  talking 
with  individuals  involved  in  the  assistance  programs.  They  seem  to 
be  doing  an  excellent  job. 

But  in  light  of  the  President's  stated  intentions — and,  obviously, 
he's  moving  about  in  those  to  downsize  the  military — it  means  that 
we're  going  to  have  a  lot  more  veterans  who  will  be  coming  out 
into  the  private  sector  from  our  armed  services  who  will  be  need- 
ing to  make  that  investment. 

While  the  funding  has  been  sufficient  now  for  our  existing  funds 
within  the  agency,  don't  you  think  that  with  this  anticipated  in- 
crease, that  you're  going  to  need  to  really  specifically  set  aside 
some  funds  to  address  some  of  the  line  items  on  there  so  that  we 
can  really  know  how  much  is  going  to  be  available  and  what  the 
resources  are  going  to  be  for  the  DTAP  and  the  TAP  program? 

Mr.  Vogel.  Mr.  Bishop,  there's  no  question  that  part  of  our  bur- 
geoning backlog  in  compensation  and  pension  work  in  the  field  is 
as  a  result  of  claims  from  people  recently  released  from  active 
duty. 

That's  probably  the  largest  concern  that  we  have  in  the  Veterans 
Benefits  Administration.  As  mentioned  by  the  Secretary  in  his 
opening  remarks,  the  idea  of  a  line  item  specific  to  TAP  and  DTAP 
may  be  welcomed  on  the  one  hand,  but  could,  in  fact,  reduce  the 
flexibility  of  the  Secretary  in  terms  of  where  we're  utilizing  person- 
nel. 

We're  working  now  with  a  backlog  referred  to  earlier  by  Secre- 
tary Brown  of  about  600,000  pending  cases  in  our  regional  offices. 
The  resources  we  have  available  now  are  decisionmakers  who  de- 
termine service  connection  and  degree  of  disability,  which  are 
among  issues  that  will  increase  our  backlog  to  about  900,000  by  the 
end  of  the  year. 

So,  our  outreach  is  generating  work.  It's  needed  work.  It's  a 
needed  service  of  those  separated  persons,  but  there's  no  question 
that  we're  taxed  by  that.  Additional  personnel  providing  additional 
work  in  our  adjudication  divisions  is  what  we're  seeing  now. 

Mr.  Bishop.  Wouldn't  it  actually  have  the  effect  of  reducing  your 
load  with  the  transition  programs?  Because  they  explain  pretty 
much  what  the  benefits  are,  and  they  give  the  veteran  the  opportu- 
nity prior  to  exiting  from  active  duty  to  better  understand  what 
the  benefits  are  and  what  he  is  and  is  not  entitled  to. 

Wouldn't  that  probably  result  in  more  integrity  in  the  process? 
And  the  filings  can  be  probably  more  consistent  with  the  regula- 
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tions  and  result  in  fewer  adjudications  and  fewer  hearings  and 
fewer  complaints. 

Mr.  Vogel.  We're  actually  seeing  an  increase  in  applications  for 
benefits.  They  are  well  developed  applications;  as  you've  stated, 
they  are  based  on  good  information. 

Our  statutory  outreach  obligation  is  being  satisfied  in  a  way  that 
hasn't  been  done  for  years  and  years,  and  we're  actually  seeing 
more  and  more  placement.  We  think  veterans  are  entitled  to  the 
benefits  that  a  grateful  America  provides,  and  we're  seeing  the 
work  that  that  entails. 

We're  making  intelligent  decisions  about  veterans  benefits 
issues,  about  employment,  and  training  and  retraining.  The  jobs 
bill  that  we  will  begin  late  this  spring  in  collaboration  with  the  De- 
partment of  Labor  is  just  one  of  the  things  that  is  discussed  at  the 
TAP  and  DTAP  sessions.  We're  prepared  to  implement  that  pro- 
gram in  May  of  this  year.  We're  gradually  seeing  a  run  of 

The  Chairman.  We're  going  to  have  to  move  along  here — I'm 
sorry,  Sanford — because  some  members  have  to  leave  and 

Mr.  Bishop.  Thank  you,  Mr.  Chairman. 

The  Chairman.  Okay.  Thank  you. 

Dr.  Rowland. 

Mr.  Rowland.  Thank  you,  Mr.  Chairman.  I  have  a  statement  I 
wanted  to  submit. 

The  Chairman.  Without  objection. 

[The  statement  of  Hon.  J.  Roy  Rowland  appears  on  p.  320.] 

Mr.  Rowland.  Mr.  Secretary,  good  to  see  you  again  this  morn- 
ing. I'm  really  pleased  with  the  7  percent  increase  in  medical  pro- 
grams over  fiscal  year  1993.  I  am  concerned  about  a  couple  of 
things  that  I  want  to  ask  you,  though. 

One  thing  I  want  to  ask  you  about,  Dr.  Holsinger — let  me  ask 
you  first,  Mr.  Secretary.  The  VA  5-year  plan  last  year  stated  that  a 
47-bed  nursing  home  care  unit  housed  in  a  1932  building  at  Fort 
Tyler  VA  Medical  Center  needed  to  be  expanded  and  modernized. 

Instead  of  proposing  such  a  product,  however,  the  fiscal  year 
1994  budget  called  for  a  quality  nursing  home  project  in  Baltimore 
that  hadn't  been  in  the  5-year  plan.  Can  you  tell  me  how  this 
became  a  priority? 

Secretary  Brown.  I  think  it  was  in  the  plan  on  our  priority  list, 
but  I'm  going  to  let  Dr.  Holsinger  respond  to  that.  It  had  been  on 
there  for  about  4  years,  I  think. 

Dr.  Holsinger.  Yes.  Dr.  Rowland,  the  project  in  Baltimore  had 
not  been  on  our  5-year  plan  from  the  point  of  view  of  construction, 
VA  construction,  but  for  4  years  it  was  being  developed  as  an  en- 
hanced-use  project. 

We  were  unable  to  bring  that  project  to  completion  simply  be- 
cause it  was  too  costly  to  renovate  the  old  operating  facility  by  a 
private  contractor. 

That's  the  reason  why  it  now  appears  on  our  5-year  plan  in  the 
budget  for  this  year.  But  it's  been  a  project  that's  been  on  the 
drawing  boards  for  the  past  4  years. 

Mr.  Rowland.  Was  this  going  to  be  a  public-private  venture? 

Secretary  Brown.  Yes,  sir. 

Dr.  Holsinger.  Originally,  yes. 
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Mr.  Rowland.  Why  is  it  being  financed  on  that  basis  now?  Why 
wouldn't  a  good  idea  be  just  to  go  ahead  and  file  it  alone  and  not  to 
have  that  agreement  now,  as  I  understand  it? 

Dr.  Holsinger.  That  is  correct.  The  one  contractor  we  found  that 
was  willing  to  work  with  us  on  the  enhanced  use  project  was 
unable  to  obtain  the  financing,  unable  to  come  up  with  a  plan  that 
would  work  for  the  old  facility. 

So  the  decision  was  made  that  we  would  go  ahead  and  tear  down 
the  old  facility  and  build  in  its  place  a  VA  replacement  nursing 
home. 

Mr.  Rowland.  What  was  the  cost  of  that? 

Dr.  Holsinger.  Fourteen  million. 

Mr.  Rowland.  Let  me  ask  you  something  else,  Dr.  Holsinger. 
That's  concerning  the  reduction  in  funds  for  research,  $26  million 
reduction  in  funds  for  research.  Would  you  agree  that  the  opportu- 
nity to  compete  for  VA  research  funding  is  an  important  part  of 
the  recruitment  initiatives,  that  they  could  really  make  more 
money  elsewhere  if  they  so  chose  to  do? 

Does  the  fiscal  year  1994  research  budget  send  a  strong  negative 
signal  to  VA  admissions  and  those  who  might  be  considered  infor- 
mally to  VA? 

Dr.  Holsinger.  Congressman,  I  think  that  the  Secretary  has 
worked  very  hard  to  make  sure  that  the  message  is  conveyed  that 
this  is  a  one-time,  1-year  impact  on  the  research  program  and  in  no 
way  indicates  a  decision  on  his  part,  or  on  the  part  of  the  Depart- 
ment of  Veterans  Affairs,  that  the  administration  has  backed  away 
from  VA  research. 

The  Secretary  was  in  a  very  difficult  position  in  having  to  deter- 
mine where  to  take  some  reductions  in  dollars  and  made  a  very 
major  decision  at  the  time  to  make  sure  that  he  protected  those 
programs  that  provide  direct  service  to  veterans,  namely  the  bene- 
fits as  well  as  the  direct  health  care. 

Mr.  Rowland.  While  it  may  be  a  1-year  proposition,  I'm  really 
concerned  that  this  1-year  proposition  may  send  a  very  bad  signal 
to  those  people  who  are  working  in  VA  research  and  those  who 
may  be  considering  coming  to  the  VA. 

I  want  to  go  back  to  this  nursing  home  that  we  were  talking 
about  just  a  few  moments  ago.  What  have  you  done  to  assess  the 
need  for  this  nursing  facility  in  that  area? 

Dr.  Holsinger.  Dr.  Rowland,  we've  had  a  number  of  assessments 
to  look  at  the  number  of  patients  that  require  nursing  home  care 
in  the  greater  Baltimore  area.  We  have  an  overhanging  unmet 
need  for  nursing  home  care  in  this  area.  We  believe  that  there  will 
be  no  difficulty  whatsoever  in  filling  the  VA  nursing  home  at  the 
site. 

Mr.  Rowland.  Don't  you  think  that's  also  true  around  the  coun- 
try as  well? 

Dr.  Holsinger.  We  have  a  number  of  places  where  we  are  short 
of  nursing  home  beds.  That's  one  of  the  reasons  why  we  continue 
with  our  bed  conversion  process  across  the  system. 

Mr.  Rowland.  Thinking  about  that,  I  believe  there  are  only  two 
facilities  that  are  being  proposed  for  this  year  long-term  care  facili- 
ties. Is  that  correct? 
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Dr.  Holsinger.  Within  the  budget  dollars  that  we  have  avail- 
able, we  have  two  long-term  care  facilities,  as  I  recall. 

Mr.  Rowland.  How  can  we  continue  this  monitored  expansion 
when  there's  such  an  obvious  shortage  of  nursing  homes  with  long- 
term  care  beds? 

Dr.  Holsinger.  One  of  the  ways  that  we've  been  handling  that, 
we  have  a  5-year  plan  to  convert  up  to  5,000  beds  to  long-term  care 
needs,  either  through  converting  them  to  nursing  home  care  beds 
or  to  convert  them  to  space  that  can  be  used  for  adult  day  care  or 
day  hospital  or  other  types  of  long-term  care  projects. 

Specifically  for  that  reason,  we  believe  that  we  can  do  it  in  a 
more  cost-effective  way  if  we  utilize  space  that  we  have  available 
for  long-term  care  needs. 

Mr.  Rowland.  Coming  back  to  the  Baltimore  situation  again, 
was  there  any  survey  done  of  the  number  of  nursing  home  beds 
that  were  available  in  the  Baltimore  area  in  general? 

Dr.  Holsinger.  The  answer  to  that  question  is  yes,  Dr.  Rowland. 
We've  had  two  different  surveys  to  do  that. 

Mr.  Rowland.  What  do  those  surveys  let  us  know? 

Dr.  Holsinger.  We  do  not  have  the  specifics  with  us.  We  can 
provide  that  for  the  record,  but  both  supported  a  need  for  beds. 

Mr.  Rowland.  Thank  you.  I  would  like  to  arrive  at  specifically 
what  those  surveys  reveal  and  whether  or  not  there  were  sufficient 
nursing  home  beds  in  the  private  sector  that  may  be  available  for  a 
VA  patient. 

Dr.  Holsinger.  We'll  provide  you  that. 

(Subsequently,  the  Department  of  Veterans  Affairs  provided  the 
following  information:) 

In  January  1993,  two  community  nursing  home  surveys  were  conducted  to  deter- 
mine the  availability  of  community  nursing  home  beds  in  the  State  of  Maryland. 
The  first  survey,  Attachment  1,  was  conducted  for  the  Baltimore/Fort  Howard  Pri- 
mary Service  Area  (PSA)  which  includes  Baltimore  City,  and  the  counties  of  Balti- 
more, Anne  Arundel,  Howard,  and  Carroll.  There  were  only  13  total  beds  available 
for  placement.  The  second  survey,  Attachment  2,  expanded  the  area  of  consideration 
to  the  entire  State  of  Maryland  and  a  portion  of  the  Washington,  DC  area  which 
cares  for  nursing  home  patients.  The  result  of  the  second  survey  identified  96  avail- 
able community  nursing  home  beds. 

(See  p.  335.) 

Mr.  Rowland.  Thank  you.  Thank  you,  Mr.  Chairman. 

The  Chairman.  Thank  you,  Dr.  Rowland. 

Mr.  Buyer  from  Indiana. 

Mr.  Buyer.  Thank  you,  Mr.  Chairman.  Mr.  Chairman,  your  re- 
marks coupled  with  the  present  remarks  of  the  Secretary  relative 
to  the  task  force  that  the  VA  will  have  an  independent  system  of 
health  care  are  welcome  here.  I  appreciate  both  of  you  standing  up 
for  the  VA  and  getting  that  position  across. 

I  just  have  one  particular  question,  and  several  members  here 
have  touched  on  it— Mr.  Evans  when  he  brought  up  the  issue  of 
the  base  closures  and  the  homeless,  and  Mr.  Bishop  also  when  he 
talked  about  the  military  downsizing  and  its  effects  upon  your 
market.  You're  in  the  business  of  not  only  delivering  health  care, 
but  also  other  services  to  veterans. 

This  is  an  incredible  opportunity  for  you  to  be  very  proactive 
when  you  have  to  be  reactive  to  a  situation  that's  right  in  front  of 
you.  I  think  it's  an  incredible  opportunity  that  you  have.  Even 
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though  you  have  some  limited  dollars,  it's  a  fantastic  time  to  put 
some  creativity  and  some  imagination. 

Everybody  has  to  seem  to  do  more  with  less.  But  there's  one 
thing  about  veterans.  We  know  how  to  do  that  through  personal 
sacrifice.  With  your  efforts  that  you've  shown  in  the  past  and 
through  veteran  organizations,  I'm  very  confident  you're  going  to 
be  able  to  do  that. 

When  you  look  at  these  base  closures,  when  you've  got  the  num- 
bers of  buildings  for  your  homeless  initiatives  and  along  with  the 
hospitals  on  these  military  bases  for  potential  clinic  outreaches  and 
the  land  for  cemeteries  or  for  the  cemetery  system,  it's  incredible. 
The  opportunities  there  are  numerous. 

My  question  to  you  is:  Some  of  these  bases  that  are  being  closed 
are  out  in  rural  areas,  which  create  some  of  those  opportunities — 
do  you  have  other  monies  in  your  budgets  to  take  care  of  those 
kinds  of  initiatives,  to  be  able  to  have  that? 

Secretary  Brown.  We  are  looking  at  every  opportunity  to  take 
advantage  of  the  economies  of  scale  that  will  obviously  generate 
from  the  base  closing.  At  the  same  time,  we  recognize  that  we  have 
some  complications  there,  in  that  the  Base  Closure  Act  requires  us 
to  pay  fair  market  value  for  that  land. 

For  instance,  you  mentioned  the  cemetery  service  in  Fort  Sheri- 
dan, Illinois.  We  wanted  to  purchase  that  land,  and  the  fair  market 
value,  as  they  tell  us  from  the  Department  of  Defense,  is  $36  mil- 
lion. Well,  it's  not  worth  $36  million  to  us  to  purchase  a  cemetery 
ground.  So  that's  one  of  the  limitations  that  we  are  looking  at. 

We  are  running  into  the  same  kinds  of  problems  with  respect  to 
utilizing  some  of  the  hospital  facilities,  but  we  do  have  people  look- 
ing at  it.  We  are  evaluating  it.  Out  of  that  process,  we  will  get  a 
better  feel  for  what  direction  we  should  go  to  resolve  it. 

Mr.  Buyer.  Can  we  be  helpful  to  you  in  any  formal  legislative 
initiatives  for  transfers  of  property?  The  Federal  Government  owns 
property,  and  we  can  use  some  property  for  cemeteries.  I  mean,  I 
want  to  be  active  in  this  process. 

We've  got  closure  of  Grissom  Air  Force  Base  in  Northern  Indi- 
ana, and  we  need  some  assistance  in  Northern  Indiana.  Grissom 
sits  right  smack  in  the  middle  of  Northern  Indiana,  and  we  ought 
to  be  able  to  transfer  some  properties. 

If  you  need  help  for  legislative  initiatives,  we're  here  to  be  help- 
ful in  that  process. 

Secretary  Brown.  Thank  you,  sir. 

Mr.  Buyer.  One  other  thing  deals  with  memorandums  of  agree- 
ments that  you  might  have  with  any  of  the  branches  of  the  service 
in  the  Department  of  Defense  for  delivery  of  health  care,  whether 
it  be  your  pharmaceutical  agreements  that  you  might  have  with 
veterans  or  whether  it  be  with  the  Air  Force  or  the  Army  for  deliv- 
ering pharmaceuticals  to  a  VA  hospital  in  a  rural  area  that's  out 
of  any  type  of  a  catchment  area. 

Are  those  initiatives  that  you're  looking  into  and  in  your  budget 
able  to  meet  those  needs? 

Secretary  Brown.  Yes.  Not  only  that,  we're  looking  to  expand 
the  sharing  arrangements  we  have,  not  only  with  other  Federal 
agencies,  such  as  the  Department  of  Defense,  but,  where  appropri- 
ate, with  the  private  sector. 
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What  we  want  to  do  is  to  maximize  the  taxpayers'  dollars.  So 
we're  always  looking  and  evaluating  and  trying  to  identify  opportu- 
nities where  we  can  take  advantage  of  sharing  arrangements. 

Mr.  Buyer.  All  right.  I  yield  back  the  balance  of  my  time.  Thank 
you. 

The  Chairman.  Thank  you. 

Jim  Slattery,  one  of  our  subcommittee  chairmen. 

Mr.  Slattery.  Thank  you,  Mr.  Chairman. 

First  of  all,  just  let  me  say  that  I  hope  that  every  veteran  in  the 
land  understands  what  a  dedicated  team  the  President  has  appoint- 
ed to  head  the  Department  of  Veterans  Affairs.  And  I  hope  that 
every  veteran  in  the  land  appreciates  the  fact  that  they  have  a 
team  in  the  VA  that  would  be  an  advocate  for  veterans. 

I  think  that  you  all  are  off  to  a  great  start,  and  I  join  my  col- 
leagues in  expressing  my  gratitude  and  optimism  and  confidence 
that  the  VA  health  care  system  will  retain  the  unique  status  and 
be  separate  from  any  sort  of  plan  that's  ultimately  put  together, 
but  work  with  that  plan  and  make  sure  that  the  health  care  needs 
of  this  country  are  met. 

Beyond  that,  Secretary  Brown,  I  know  that  you're  aware  of  my 
concern  about  the  problems  that  we  have  with  adjudicative  claims. 
In  looking  over  the  President's  budget,  I  see  that  he  is  recommend- 
ing an  additional  220  full-time  equivalents  in  the  Adjudication  Di- 
vision, for  a  total  staff  level  there  of  4,567. 

In  coming  to  that  number,  I'm  trying  to  understand  how  all  of 
this  fits  together  with  OBRA  and  the  credit  reform  and  the  DIC 
limitations  that  we've  been  going  through. 

Help  me  understand  the  net  increase  in  the  personnel  in  this  di- 
vision for  this  next  year  compared  to  last  year.  Is  there  a  net  in- 
crease, a  net  decrease?  What's  actually  going  on  in  the  Adjudica- 
tion Division  in  terms  of  personnel? 

Secretary  Brown.  There  is  a  net  increase  of  92  FTEE,  with  the 
same  dollars  in  1994  that  they  had  in  1993.  The  way  we  achieve 
that  is  by  taking  the  modernization  program  and  delaying  it  for  ap- 
proximately 4  months,  until  the  1st  of  October,  1995. 

And,  of  course,  we  are  going  to  be  able  to  capitalize  on  the  ad- 
ministrative costs  for  administering  the  $75  million  of  the  DOD 
money  to  help  with  the  transition  program.  That's  going  to  give  us 
another  $4  million. 

So  that's  basically  how  we  were  able  to  pay  for  the  new  FTEE 
with  the  same  monies  we  had  in  1993. 

Mr.  Catlett.  Mr.  Slattery,  as  you  indicate  by  your  question,  this 
is  a  complicated  issue  with  the  various  sources  of  funding. 

Mr.  Slattery.  I  just  want  to  understand  him.  What  the  Secre- 
tary just  told  me  is  that  there's  an  FTEE  increase  in  the  division  of 
92.  Is  that  the  Secretary's  testimony  or  is 

Mr.  Catlett.  That's  overall  for  VBA. 

Mr.  Slattery.  Pardon  me? 

Mr.  Catlett.  That's  overall  for  the  Veteran  Benefits  Administra- 
tion. As  you  indicate,  compensation  and  pension  and  education 
service,  the  adjudication  service  has  an  increase  of  242. 

The  requirements  to  meet  the  OBRA  legislation  actually  de- 
creases by  83.  We  have  an  increase  of  75  of  the  92  that  the  Secre- 
tary spoke  about  within  compensation  service  for  the  jobs  bill  that 
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now  we'll  begin  to  implement.  So  for  the  FTEE  directly  funded  by 
the  GOE  appropriation,  the  increase  is  250.  The  net  increase  of 
these  three  changes  is  242  FTEE. 

So  we  would  be  glad  to  provide  those  for  the  record,  but  it  is  a 
complicated  pattern  of  changes,  both  up  and  down,  with  all  of  the 
programs  that  we  have. 

Mr.  Slattery.  As  you  know,  my  subcommittee  will  be  conducting 
oversight  hearings  on  this  whole  question  tomorrow.  I'll  look  for- 
ward to  some  additional  testimony.  So  I  won't  use  my  time  today  to 
really  dwell  into  this  any  further. 

Let  me  ask  another  question.  In  your  written  testimony,  Mr.  Sec- 
retary, dated  the  20th,  you  indicated  that  overall  the  administra- 
tion was  planning  to  trim  the  size  of  full-time  equivalents  in  the 
entire  agency  by  900. 

Secretary  Brown.  Nine  thousand,  I  think  it  was. 

Mr.  Slattery.  Nine  hundred  in  1994  in  activities  other  than 
medical  care.  But  in  your  oral  testimony,  you  used  the  figure 
"500,"  I  believe,  or  maybe  I  misunderstood  you. 

I'm  referring  to  the  number  on  the  first  page  of  the  written  testi- 
mony that's  been  distributed  to  members  of  the  committee.  In  that 
paragraph,  it  said,  "At  the  same  time,  we  are  supportive  of  this  Ad- 
ministration's efforts  to  trim  the  size  of  government  operations.  As 
a  result,  we  will  be  making  a  reduction  of  approximately  900  FTEE 
in  1994  in  activities  other  than  Medical  Care." 

And  then  in  your  oral  testimony  today,  I  thought  you  said  500.  I 
just  wanted  to  know  what  the  number  is. 

Mr.  Catlett.  Yes,  sir.  I'm  the  scorekeeper  here.  Due  to  the  un- 
usual schedule  for  the  budget  this  year,  the  testimony  which  in- 
cluded the  900  reduction  was  prepared  before  we  had  completed 
the  budget.  The  900  that  you're  speaking  of  is  the  reduction  from 
the  original  1993  budget  request,  the  500  plus  that  the  Secretary 
spoke  to  is  the  change  from  the  1993  column  that's  been  adjusted 
in  the  budget.  Those  reductions  required  by  the  executive  order 
have  to  begin  in  1993  as  well. 

So  500  is  the  difference  from  the  1993  estimate  that  we  project 
right  now,  which  includes  the  beginning  of  those  reductions  in  our 
programs  other  than  medical  care. 

Mr.  Slattery.  Five  hundred? 

Mr.  Catlett.  Five  hundred  is  from  the  current  1993-level  projec- 
tions. 

Mr.  Slattery.  Is  the  number  on  this  page  correct  or  not?  Is  it 
900  or  is  it  500  in  1994? 

Mr.  Catlett.  It's  900  from  the  original  1993  budget  levels.  It's 
500  from  the  1993  current  estimate.  We're  speaking  in  this  testimo- 
ny to  the  current  estimate  so  that  it's  easier  to  follow. 

Mr.  Slattery.  Let  me  ask  one  last  question  real  quickly.  I  know 
my  time  has  expired.  Just  to  help  me  understand  what  the  agency 
is  doing  in  the  total,  what  were  the  total  full-time  equivalents  last 
year  compared  to  the  total  full-time  equivalents  that  you  are  going 
to  have  on  board  this  year,  total  last  year  versus  total  this  year, 
the  actual  numbers? 

Mr.  Catlett.  Yes,  you  are  requesting  the  fiscal  year  1993  and 
1994  FTEE  levels? 
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Mr.  Slattery.  Yes.  What  was  1993?  This  is  fiscal  year  1993.  How 
many  people  do  you  project  having  on  board  in  1993? 

Mr.  Catlett.  We  now  project  231,947  FTEE  in  1993. 

Mr.  Slattery.  Nine  forty-seven.  Now,  what's  going  to  happen  to 
that  in  1994? 

Mr.  Catlett.  In  1994  we  project  it  to  be  233,980.  We  have  the  in- 
crease of  over  2,500  FTEE  in  medical  care,  and  we  have  a  reduction 
of  a  little  more  than  500  FTEE  in  the  other  accounts. 

Mr.  Slattery.  Thank  you. 

The  Chairman.  By  unanimous  consent,  the  chair  will  recognize 
the  gentleman  from  the  State  of  Washington. 

Mr.  Kreidler.  Thank  you,  Mr.  Chairman.  I  apologize  to  the  com- 
mittee and  to  the  Secretary  for  having  to  be  delayed.  I  request  that 
my  comments  and  a  letter  from  Dr.  Lein  of  the  University  of 
Washington  be  placed  in  the  record. 

The  Chairman.  Without  objection. 

(See  p.  326.) 

Mr.  Kreidler.  Thank  you,  Mr.  Chairman. 

The  Chairman.  The  chair  recognizes  another  subcommittee 
chairman,  the  gentleman  from  Illinois,  Mr.  Sangmeister. 

Mr.  Sangmeister.  Thank  you,  Mr.  Chairman. 

Welcome,  Mr.  Secretary.  Let  me  switch  gears.  I  presume  that 
Mr.  Rapp  will  be  the  person  who  will  be  responding  to  most  of 
these  questions. 

It's  my  understanding  that  back  in  1987  there  was  a  report  made 
to  Congress  which  identified  10  sites  to  establish  new  national 
cemeteries.  Is  there  supposed  to  be  a  follow-up  report  to  that?  Is 
that  true?  And  if  so,  when  can  we  expect  that? 

Mr.  Rapp.  Yes,  that  is  true.  There  is  a  follow-up  report  required 
approximately  5  years  after  the  initial  report.  We  received  report 
in  February  from  the  contractor  who  helped  us  with  that.  We're  in 
the  process  of  reviewing  it  entirely,  and  we'll  be  presenting  it  more 
formally  to  the  Secretary  in  a  short  period  of  time. 

Mr.  Sangmeister.  I  would  personally  like  to  have  an  update  of 
the  original  10  sites.  Is  that  a  big  project  for  you  to  do?  I  don't 
expect  it  to  be  extensive,  just  a  listing  of  the  10  sites,  whether 
they're  still  under  consideration  or  complete.  Can  you  give  me 
that? 

Mr.  Rapp.  Yes.  Yes,  for  the  record,  we  can.  Yes,  we  can. 

(Subsequently,  the  Department  of  Veterans  Affairs  provided  the 
following  information:) 

STATUS  OF  NEW  CEMETERY  DEVELOPMENT 

Albany:  EIS  process  completed  in  September  1992  with  the  section  of  200-acre  site 
1/2  mile  north  of  the  Saratoga  Battlefield.  Site  has  been  surveyed,  and  title  work 
received.  VA  Real  Property  Management  Staff  is  reviewing  numerous  liens  and 
easements  against  property.  VA  has  selected  LA  Group  of  Saratoga,  NY  to  prepared 
the  master  plan.  EIS,  planning,  and  partial  site  acquisition  funding  was  approved  in 
the  1988  and  1991  major  construction  budgets. 

Chicago:  EIS  process  completed  in  October  1991  with  the  selection  of  Fort  Sheri- 
dan. Secretary  Brown  has  written  twice  to  Secretary  Aspin  making  an  offer  of  $6.9 
million  for  approximately  160  acres  of  land  at  Fort  Sheridan.  No  formal  response 
has  been  received.  EIS,  planning,  and  partial  site  acquisition  funding  was  provided 
in  the  1998  and  1991  major  construction  budgets. 

Cleveland:  EIS  process  completed  in  January  1993  with  selection  of  a  site  in  Gui- 
ford  township,  Medina  County.  VA  has  begun  the  property  acquisition  process,  and 
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has  obtained  legal  description  and  ordered  a  property  survey.  Title  work  and  ap- 
praisal will  be  ordered  upon  completion  of  the  survey.  VA  has  advertised  for  bids 
for  A/E  services  (master  planning  and  Phase  I  design).  EIS,  planning,  and  partial 
site  acquisition  funding  was  provided  in  the  1988  and  1991  major  construction  ap- 
propriations. 

Dallas/Fort  Worth:  EIS  process  completed  in  October  1992  with  selection  of  a  site 
at  Mountain  Creek.  While  funding  has  been  provided  for  master  planning,  funds 
have  not  yet  been  approved  for  land  acquisition.  VA  has  nevertheless  gone  forward 
by  soliciting  bids  for  an  A/E  firm  to  evaluate  the  selected  property  to  recommend  a 
parcel  for  purchase  and  to  prepare  a  master  plan. 

Detroit:  Funds  were  made  available  in  the  1992  budget  for  completion  of  an  EIS. 
The  contract  to  conduct  the  EIS  as  awarded  in  February  1993.  Advertisements  for 
suitable  properties  (160-200  developable  acres)  were  placed  in  local  newspapers  and 
41  sites  were  offered.  Of  this  total,  16  were  determined  viable.  A  VA  Site  Selection 
Board  visited  15  sites  during  the  last  week  of  April  1993.  The  Board  will  prepared  a 
report  recommending  sites  for  inclusion  in  the  EIS. 

Miami  (South  Florida):  Funds  were  made  available  in  the  1992  budget  for  com- 
pletion of  an  EIS.  Following  advertisements  for  property,  10  sites  were  identified  as 
suitable.  A  VA  site  Selection  Board  has  recommended  the  top  five  of  these,  based  on 
factors  of  cost,  economic  impact,  and  suitability  for  cemeterial  operations.  A  con- 
tract to  conduct  the  EIS  has  been  awarded. 

Oklahoma  City:  Funds  were  made  available  in  the  1991  budget  for  completion  of 
an  EIS.  From  58  sites  offered  in  response  to  VA  public  solicitation,  three  sites  were 
selected  for  inclusion  in  the  EIS.  The  contract  for  conduct  of  the  EIS  was  awarded 
in  July  1992.  Following  preliminary  drafts  and  VA  review,  the  draft  EIS  was  distrib- 
uted to  the  Congressional  delegation  and  other  interested  parties.a  nd  filed  with  the 
EPA  in  February  1993.  The  45-day  public  comment  period  ended  in  mid-April  1993. 
Comments  received  will  be  considered  for  inclusion  in  the  final  preliminary  draft. 

Pittsburgh:  Funds  were  provided  in  the  1991  appropriation  for  completion  of  an 
EIS.  From  a  total  of  45  parcels  of  land  offered  in  response  to  public  advertisement, 
22  sites  were  identified  as  suitable.  A  VA  Site  Review  Board  investigated  the  sites 
and  recommended  eight  for  further  evaluation.  Following  award  of  the  EIS  contract 
and  initial  site  investigations,  the  Site  Selection  Board  has  recommended  five  sites 
for  inclusion  in  the  EIS.  Once  these  and/or  other  sites  are  approved,  the  consultant 
will  proceed  with  the  EIS. 

Seattle:  EIS  process  was  completed  in  April  1992  selecting  Tahoma  as  the  site  for 
the  new  national  cemetery.  VA  has  begun  the  acquisition  process  to  purchase  the 
160+  acres  from  the  Washington  State  Department  of  Natural  Resources.  The  state 
made  a  formal  offer  to  sell  in  January  1993,  and  an  appraisal  has  been  ordered.  On 
2/22/93,  an  advertisement  for  an  Architect/Engineer  firm  to  prepared  a  master 
plan  was  placed  in  the  Commerce  Business  Daily.  EIS,  planning,  and  partial  site 
acquisition  funding  was  approved  in  the  1993  and  1991  major  construction  budgets. 

Mr.  Sangmeister.  Now,  one  thing  that  is  germane  not  only  to 
the  committee,  but  also  to  the  State  of  Illinois,  is  what's  going  on 
at  Fort  Sheridan. 

It's  my  understanding  now  that  under  the  previous  Secretary, 
there  was  a  memorandum  of  understanding  (MOU)  that  was  to  be 
worked  out  and  sent  over  to  the  Department  of  Defense,  and  Les 
Aspin  now  has  that  MOU.  I  think  you  know  what  I'm  talking 
about.  Who's  going  to  do  what  with  regards  to  the  Fort  Sheridan 
property.  Can  you  give  me  an  update  on  that? 

Secretary  Brown.  That  letter  went  over  in  February.  We  are 
waiting  for  a  reply  from  Mr.  Aspin  before  we  move  forward.  At  the 
same  time,  we're  still  evaluating  all  the  options  open  to  us. 

Mr.  Sangmeister.  I  might  suggest  that  you  send  a  follow-up 
letter  over  to  the  Secretary  and  pry  him  just  a  little  bit.  I'd  like  to 
get  some  feeling  as  to  what  you're  going  to  do  in  this  particular 
area. 

Secretary  Brown.  We'll  do  that  today. 

Mr.  Sangmeister.  Oh,  all  right.  Can't  make  it  any  quicker  than 
that,  I  guess.  Thank  you. 
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In  review  of  the  1994  budget,  a  total  of  500,000  has  been  request- 
ed for  design  function.  If  the  VA  still  plans  to  move  forward  with 
establishing  new  cemeteries  in  Albany,  Cleveland,  Chicago,  Seattle, 
or  Dallas,  how  will  these  design  monies  be  spent? 

Mr.  Rapp.  If  we  proceed  with  the  ones  that  you've  mentioned, 
probably  the  acquisition  process  would  only  allow  us  to  seriously 
consider  design  at  Seattle.  We  hope  to  get  the  land  acquired  at  Se- 
attle in  March  of  next  year,  which  would  allow  us  6  more  months 
in  the  fiscal  year  to  award  a  design  contract. 

I  believe  there's  enough  flexibility  in  the  design  fund  to  allow  us 
to  do,  if  other  events  come  on  line  Albany,  and  Cleveland. 

Mr.  Sangmeister.  Which  gives  up  what,  Dallas? 

Mr.  Rapp.  Regarding  Dallas,  there  are  no  funds  currently  avail- 
able to  us  to  do  the  actual  land  purchase.  We  are  proceeding  with 
doing  some  master  planning  there  using  master  plan  funds  to  more 
accurately  design  or  carve  out  the  land  that  we  specifically  need  at 
the  Mountain  Creek  site.  But  before  we  could  really  go  ahead  with 
the  design  award,  we  would  need  some  monies  available  to  actually 
purchase  the  land. 

Mr.  Sangmeister.  Okay.  As  far  as  Chicago  versus  Fort  Sheridan 
is  concerned,  we  are  just  awaiting  what  the  State  is  going  to  do 
there. 

Extending  the  life  of  currently  open  national  cemeteries  needs  to 
be  closely  examined  with  54  national  cemeteries  closed  and  11 
scheduled  to  be  closed  before  the  year  2000.  What  and  where  are 
the  plans  to  acquire  additional  land  for  the  grave  sites  mentioned 
at  the  existing  national  cemeteries? 

Mr.  Rapp.  There  are  a  number  of  places  where  we're  actively 
seeking  adjacent  land.  Recently  we  just  agreed  with  Dr.  Holsinger's 
VHA  organization  to  transfer  land  from  the  hospital  at  Dayton  to 
the  cemetery  at  Dayton. 

We're  working  with  the  Department  of  the  Army  and  the  De- 
partment of  Defense  to  seek  a  transfer  of  land  at  Fort  Sam  Hous- 
ton. Again,  this  is  adjacent  land.  In  the  past  we've  had  such  land 
transferred  from  that  fort. 

We're  working  with  the  State  of  South  Carolina  to  see  if  we  can 
get  adjacent  land  at  Florence  Cemetery  transferred  to  us.  And 
similar  efforts  are  underway  in  Louisiana  at  Port  Hudson.  Where 
we're  hoping  to  get  a  land  donation  consummated  from  the  Geor- 
gia-Pacific organization. 

I  would  assure  you  that  we're  doing  all  we  can  at  cemeteries  that 
are  open  to  keep  them  open  through  expansion  in  a  cost-effective 
manner. 

Mr.  Sangmeister.  My  time  is  about  running  out.  The  previous 
Secretary  said  that  outpatient  clinics  were  the  wave  of  the  future. 
Mr.  Secretary,  do  you  believe  in  that  statement?  And  what  are 
your  plans  under  the  budget  that  you  have  to  work  with  in  regard 
to  outpatient  clinics? 

Secretary  Brown.  That  is  the  wave  of  the  future.  We  constantly 
must  take  advantage  of  the  new  modalities  of  treatment  available 
to  us.  Just  like  the  private  sector  is  moving  from  inpatient  care  to 
outpatient  care,  we  need  to  do  the  same  thing.  We  need  to  start 
looking  at  home  care,  those  kinds  of  areas  will  allow  us  to  maxi- 
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mize  our  efforts.  So  yes,  I'm  in  favor  of  continuing  our  efforts  to 
move  in  that  direction. 

Mr.  Sangmeister.  My  time  has  expired,  Mr.  Chairman. 

Mr.  Rowland  (presiding).  We'll  come  back  for  an  additional 
round  of  questions. 

Mr.  Tejeda. 

Mr.  Tejeda.  Thank  you,  Mr.  Chairman.  I  just  have  a  brief  couple 
of  questions.  Again  picking  up  on  what  the  Chairman  and  Dr.  Row- 
land mentioned  and  had  some  concerns  about,  the  proposed  $206 
million  for  health  research  is  $26  million  below  the  1993  budget 
and  $96  million  less  than  recommended  by  the  1990  VA  Blue 
Ribbon  Commission  on  Health  Research. 

We  know  that  these  programs  are  essential  for  recruiting  and  re- 
taining. For  example,  in  San  Antonio,  the  Audey  Murphy  VA  Med- 
ical Center  and  the  UT  Health  Science  Center  have  a  program. 
They  will  not  be  able  to  renew  this  ongoing  research  at  a  total  cost 
of  $830,000. 

Now,  this  proposed  reduction  will  affect  both  the  current  and 
future  research  programs  and  the  hospital's  ability  to  leverage  ad- 
ditional funds  or  to  attract  additional  research  funding.  How  do  we 
justify,  even  though  it's  been  mentioned  that  it's  a  one-time  reduc- 
tion for  this  coming  fiscal  year,  what  happens  in  the  future? 

Secretary  Brown.  Let  me  just  say  I  don't  disagree  with  anything 
that  you  said  in  principle,  but  I  justify  it  from  two  standpoints.  We 
only  had  "X"  number  of  dollars.  As  a  result,  we  had  to  prioritize 
the  areas  we  felt  were  important  to  us. 

The  first  area  I  wanted  to  make  sure  did  not  fall  through  the 
cracks  is  providing  current  services  in  our  health  care  account. 
That's  why  we  put  a  billion  dollars  into  that  account. 

Secondly,  that  left  us  about  $200  million  that  we  had  to  spread 
out  over  all  of  the  other  accounts.  And  I  had  to  make  sure  that  the 
Veterans  Benefits  Administration  was  able  to  accomplish  its 
mission. 

We  know  that  just  2  or  3  years  ago,  our  backlog  there  was  some- 
where around  300,000.  Today  it's  600,000.  We  know  that  it's  going 
to  be  near  900,000  by  the  end  of  this  year. 

So  we  could  not  allow  additional  reductions  to  those  two  ac- 
counts. In  the  instance  of  VBA,  they  didn't  end  up  getting  massive 
new  money  or  massive  new  personnel.  They  ended  up  with  the 
same  money  that  they  had  in  1993  and  approximately  92  additional 
FTEE  for  1994. 

So  that's  where  the  money  went,  sir.  The  only  thing  I  can  tell 
you,  is  that  I  think  of  this  as  a  short-term  measure.  It  should  not 
be  devastating.  We  still  have  a  commitment  to  research — every- 
thing that  you  said.  We  agree  with  it. 

We  recognize  that  research  has  made  tremendous,  tremendous 
contributions  to  VA's  reputation  in  terms  of  the  development  of 
the  CAT  scan,  hemodialysis,  a  lot  of  clinical  research  that  was  car- 
ried from  the  lab  directly  into  VA  hospitals  and  then  out  into  soci- 
ety. 

We're  still  committed  to  it,  but  we  have  some  tough  choices  to 
make.  We  felt  we  wanted  to  do  something  that  would  least  impact 
on  the  direct  service  to  our  veterans.  So  that's  the  reason. 
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Mr.  Tejeda.  In  allocating  the  $206  million  that  you  have  set 
aside  or  requested  for  health  research,  are  the  ongoing  programs 
that  can  leverage  other  monies  from  State  and/ or  private  founda- 
tions going  to  be  taken  into  consideration  or  given  some  type  of 
preference  as  you  allocate  it  to  all  of  the  systems? 

Dr.  Holsinger.  Mr.  Tejeda,  we'll  be  working  very  hard  to  try 
and  maintain  the  maximum  number  of  programs  that  we  can.  We 
are  setting  our  priorities.  And  that  will  impart,  dependent  upon 
when  projects  end.  In  fact,  most  of  the  projects  that  end  within  this 
next  fiscal  year  will  not  receive  new  funding. 

We  will  not,  I  think,  give  special  preference  to  the  kind  of  pro- 
grams that  you're  talking  about,  but  we  certainly  will  give  them  a 
lot  of  consideration  and  try  to  work  out  what  will  happen  as  far  as 
the  money  is  concerned. 

Mr.  Tejeda.  Thank  you.  Just  State  veterans'  homes;  in  other 
words,  just  basically  the  States  do  it.  Texas,  I  believe,  is  one  State 
that  does  not  have  any  veterans'  homes  funded  by  the  State.  Is 
there  a  program  where  the  VA  will  subsidize  or  make  grants  to  the 
States  in  a  certain  percentage  in  setting  up  a  State  veterans' 
home? 

Secretary  Brown.  I'd  like  our  resident  expert  on  States,  my 
deputy,  to  respond. 

Mr.  Gober.  Well,  I  don't  know  about  being  an  expert,  Mr.  Secre- 
tary, but  yes,  sir,  there  is.  In  fact,  3  weeks  ago  I  met  with  a  delega- 
tion from  Texas  to  talk  about  this.  We  have  been  trying  to  encour- 
age the  great  State  of  Texas  to  get  into  the  nursing  home  business 
down  there  because  they  have  such  a  large  population  down  there. 
They're  number  three  in  the  Nation  now,  I  think — Florida  passed 
them  this  year — number  three  in  the  Nation  in  population  of 
veterans. 

We  do.  We  grant  65  percent.  The  State  puts  in  35.  I  met  with  a 
member  of  the  Land  Commissioner's  office  down  there  who  gets  in- 
volved with  that. 

I  think  maybe  we  might  be  moving  in  that  direction.  And  I'm 
also  aware  of  the  situation  they  have  in  the  States  where  the  budg- 
ets are  tight  also. 

I  ran  a  veterans'  home  in  the  State  of  Arkansas.  But  it's  one  of 
the  best  buys  a  State  can  get  because  here's  how  I  sold  it.  It's 
cheaper  for  me  to  put  a  veteran  in  a  veterans'  home  and  let  the 
VA  pay  per  diem  than  it  is  for  me  to  let  that  veteran  receive  care 
through  Medicaid  or  Medicare. 

So  it  costs  you  more  money  from  the  State  when  you  pay  the  up- 
front part.  And  so  you  can  save  money  by  putting  the  veterans  in 
the  veterans'  home  over  the  nursing  homes. 

Mr.  Tejeda.  Thank  you. 

I  know  my  time  is  up.  Just  one  "Yes"  or  "No"  question.  Is  there 
an  ongoing  study  or  analysis  of  the  need  for  the  hospital  in  South 
Texas,  deep  south  Texas? 

Dr.  Holsinger.  To  my  knowledge,  we  don't  have  a  study  going  at 
this  time  as  far  as  a  hospital  in  deep  South  Texas.  We  will  contin- 
ue to  watch  very  carefully  our  satellite  outpatient  clinic  arrange- 
ments in  that  part  of  the  State. 

Mr.  Tejeda.  Thank  you.  Thank  you,  Mr.  Chairman. 
Mr.  Rowland  (presiding).  Thank  you. 
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Mr.  Clyburn. 

Mr.  Clyburn.  Mr.  Secretary,  Under  Secretaries,  it's  a  pleasure  to 
have  you  here  today.  I  had  the  opportunity  to  see  Secretary  Brown 
in  Nashville,  TN,  where  he  dedicated  the  new  State  cemetery  in 
Nashville,  TN.  It's  a  beautiful  site.  I  want  you  to  see  it. 

In  my  remarks,  my  greatest  applause  was  when  I  said  our  new 
Secretary  of  Veterans  Affairs  was  for  veterans.  They  liked  that 
very  much,  and  they  believe  that  and  were  pleased  that  you're  in 
your  position. 

The  first  question  I  wanted  to  ask  you  was  that  I  joined  several 
of  my  colleagues  in  sending  a  letter  urging  your  focus  on  the  need 
for  improved  health  care  for  women  veterans.  You  were  kind 
enough  to  write  each  of  us  back,  and  I  was  so  encouraged  by  your 
support  of  such  an  effort.  As  you  know,  preventive  screening  for 
breast  cancer  has  proven  to  be  instrumental  in  saving  lives. 

However,  the  women  in  this  clinic  in  Tennessee  have  no  mam- 
mography screening  machine.  I've  been  working  to  correct  this  sit- 
uation and  would  like  to  have  your  assurance  that  you  will  work 
with  me  on  this  issue. 

Secretary  Brown.  Absolutely,  certainly  will. 

(Subsequently,  the  Department  of  Veterans  Affairs  provided  the 
following  information:) 

The  following  briefly  summarizes  the  needs  for  mammography  equipment  at 
Nashville. 

Renovations  to  the  Clinical  Addition  at  VAMC  Nashville  are  scheduled  to  be  com- 
pleted in  December  1993.  A  mammography  suite  is  a  part  of  this  project  and  fund- 
ing is  being  provided  for  mammography  equipment.  A  total  of  1,496  women  were 
seen  at  the  medical  center  in  FY  1992.  Of  these,  approximately  500  were  over  50 
years  of  age  and  candidates  for  regular  mammography  examinations. 

A  Women's  Clinic  is  being  established  at  Nashville  which  will  have  a  strong  em- 
phasis on  preventive  health,  including  screening  for  breast  disease.  The  surgical 
staff  has  the  expertise  to  provide  adequate  follow-up  of  positive  mammograms.  It  is 
expected  that  VAMC  Nashville  will  be  able  to  provide  on-site  mammography  to 
women  veterans  from  Nashville  and  VAMC  Murfreesboro  in  1994. 

Mr.  Clyburn.  Mr.  Secretary,  as  you  know,  I'm  very  interested  in 
the  treatment  of  veterans  of  the  Persian  Gulf  War  who  have  re- 
ported suffering  from  ailments  since  returning  from  the  Gulf.  I  ap- 
plaud you  for  the  actions  you've  taken  in  this  area  since  you  took 
over,  specifically  your  decision  for  convening  a  16-member  panel  of 
experts  on  this  subject  matter. 

Based  on  the  information  you  have  read  or  think  you  have  been 
told  about  this  matter,  what  is  your  opinion  of  the  reports  from  the 
Gulf  War? 

Secretary  Brown.  The  reports  from  the  veterans  themselves? 
Number  one,  I  accept  their  complaints  as  having  an  organic  ele- 
ment to  them.  These  are  not  functional  disorders,  not  problems  in 
their  minds.  That's  the  official  position  of  the  Department. 

We  are  working  from  the  premise  that  there  is  something  phys- 
ically wrong,  and  we  are  trying  hard  to  find  out  what  it  is  and 
then,  of  course,  to  take  appropriate  action. 

We  have  set  up  three  diagnostic  centers:  one  here  in  Washing- 
ton, DC,  one  in  Houston,  one  in  L.A.  We  are  reading  all  the  cases 
at  one  location.  We  have  a  register. 

We  have  a  memorandum  of  understanding  with  the  National 
Academy  of  Sciences  to  make  sure  that  what  we  are  doing  makes 
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sense.  We  want  to  identify  the  pathogenic  entity  so  we  can  then 
notify  all  the  people  and  then  take  appropriate  action.  At  the  same 
time,  we  have  independent  people  from  prestigious  institutions 
looking  at  all  the  things  we're  doing  as  part  of  a  blue  ribbon  panel 
we  just  organized. 

I'm  hopeful  that  something  productive  will  come  out  of  it  so  we 
can  treat  these  people,  the  veterans,  so  they  can  get  on  with  their 
lives. 

Mr.  Clyburn.  I  wanted  to  ask  you  also  about  what  Chairman 
Montgomery  and  Mr.  Stump  asked  you  earlier  concerning  the  na- 
tional health  care  plan  and  with  the  task  force  meeting  on  a  regu- 
lar basis  on  health  care.  Do  you  have  someone  designated  from 

your  Department  who  is  meeting  with 

Secretary  Brown.  Yes,  sir.  We  have  Vic  Raymond.  He  works 
there  constantly  with  them.  Besides  him,  we  have  32  employees  in- 
volved in  the  sub-task  forces.  So  we  are  well-represented  on  the 
entire  project. 

Mr.  Clyburn.  Do  you  think  when  everything  is  said  and  done, 
this  might  benefit  the  veterans  hospitals,  having  a  national  health 
care  plan? 

Secretary  Brown.  Yes,  sir.  In  fact,  I'm  very  excited  about  the 
possibility  of  opening  VA  to  all  veterans  in  this  country,  because  I 
happen  to  believe,  whether  they  were  injured  or  not,  they  made 
sacrifices  to  defend  the  principles  of  this  Nation  and  they  deserve 
special  recognition. 

In  my  judgment  the  VA  hospital  system  stands  as  a  living  monu- 
ment to  the  people  who  answered  the  call.  It  is  the  only  thing  out 
there  that  lets  veterans  say  "it  belongs  to  me  because  I  did  some- 
thing for  the  Nation." 

That  brings  me  a  great  sense  of  satisfaction.  It  appears  as  if 
we're  moving  toward  a  period  in  which  we're  going  to  open  the 
entire  system  up. 

Mr.  Clyburn.  So  no  matter  what  their  economic  status,  they 
may  be  able  to  come  to  the  veterans  hospital  and  be  served? 

Secretary  Brown.  They  would  have  access  based  upon  some  cri- 
teria, but  the  main  point  is,  they  will  not  be  locked  out  of  the  proc- 
ess. Right  now,  if  you're  not  Category  A,  not  service-connected,  not 
poor,  then  you  have  no  chance  of  getting  into  a  VA  hospital,  basi- 
cally. 

Based  upon  what  I  heard,  we  seem  to  be  moving  toward  opening 
it  up.  We  have  a  good  financial  foundation  to  support  an  expansion 
of  the  system  that  will  allow  veterans  access. 
Mr.  Clyburn.  Thank  you. 
Mr.  Rowland  (presiding).  Ms.  Brown. 

Ms.  Brown  of  Florida.  Thank  you,  Mr.  Chairman.  And  good 
morning,  Mr.  Secretary. 

Secretary  Brown.  Good  morning. 

Ms.  Brown  of  Florida.  Florida  is  now  home  to  the  second  largest 
population  of  military  veterans.  During  the  1980s,  Florida  gained 
349,451  veterans.  Yet,  Florida  ranked  31st,  overall,  in  per  veteran 
VA  expenditures  during  fiscal  year  1991;  16th  in  VA  compensation 
and  pension  expenditures  per  veteran,  22nd  in  per  veteran  pay- 
ments for  insurance  and  indemnity  claims;  and  43rd  for  medical 
services  and  administrative  costs.  What  is  the  DVA  doing  to  put 
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some  fairness  in  the  system  to  ensure  that  VA's  resources  are 
being  allocated  to  those  States  where  they  are  most  needed,  like 
my  State  of  Florida  based  on  objective  standards? 

Secretary  Brown.  Good  question. 

Dr.  Holsinger.  Ms.  Brown,  I  think  that  it's  important  for  every- 
one to  recognize  that  we  have  taken  seriously  through  the  years 
our  concerns  about  the  migration  of  veterans  to  the  State  of  Flori- 
da. 

We  have  a  number  of  projects  going  on  in  Florida,  which  include 
the  new  VA  Medical  Center  in  West  Palm  Beach,  which  will  open 
in  the  next  fiscal  year.  That's  where  a  number  of  our  dollars  for 
activations  are  going.  As  you  know,  we  have  made  the  decision  to 
site  a  new  hospital  in  the  Broward  County  area  of  Florida.  Our 
plans  include  an  increase  in  psychiatric  beds  within  your  own  dis- 
trict up  in  Gainesville,  FL. 

We  are  working  hard  to  bring  on  line  some  additional  clinical 
work  in  the  area  of  Tampa,  Tampa  VA  Medical  Center.  And  just  in 
the  past  5  or  6  years,  we  opened  a  brand  new  clinical  building  at 
Bay  Pines. 

We  are  expanding  our  clinics  and  nursing  homes  across  the  State 
in  a  new  and  I  think  very  innovative  fashion  by  locating  nursing 
homes  with  clinics.  By  doing  this,  we  can  have  primary  care  and 
long-term  care  close  to  the  veterans'  home,  rather  than  making 
families  and  veterans  make  the  trek  all  the  way  into  the  VA  medi- 
cal center.  We  are  making  significant  investments  to  meet  the 
needs  of  Florida's  veterans. 

We're  also  proud  that  the  State  has  taken  upon  itself  to  establish 
a  State  nursing  home.  That  will  be  a  major  plus  in  our  working 
with  the  State.  I  hope  that  the  time  will  come  when  there  will  be 
additional  State  facilities  in  Florida. 

Ms.  Brown  of  Florida.  Can  I  get  a  list  of  those  projects?  Also, 
what  is  the  status  of  the  Lake  City  VA  Medical  Center  nursing 
home  projects? 

Dr.  Holsinger.  We  just  opened  the  beds  for  the  Lake  City  VA 
Medical  Center  nursing  home.  We  will  be  prepared  to  make  the 
awards  and  start  the  construction  in  the  near  future. 

(Subsequently,  the  Department  of  Veterans  Affairs  provided  the 
following  information:) 

The  following  is  a  list  of  the  current  projects  under  construction  or  planned  for 
Florida  to  include  current  status.  (Included  in  the  list  is  the  issue  of  a  120-bed  care 
unit  for  Lake  City  VAMC). 

STATUS  OF  ALL  ACTIVE  MAJOR  PROJECTS  IN  FLORIDA 


Location 

Description 

Desgn 
Funds 

Const 
Funds 

Total  Estimated 
Cost 

Status 

BREVARD  COUNTY 

NEW  MEDICAL  CENTER  &  NHC 

95 

96 

$172,600,000 

SCHEMATICS  A/E 

FLORIDA  NATIONAL 

GRAVESITE  DEVELOPMENT 

FUTURE  BUDGET 

CEMETERY 

BAY  PINES  (FT. 

120  BED  NHU  &  OPC 

95 

$28,200,000 

DD  A/E  NEGOTIATIONS 

MYERS) 

GAINESVILLE 

AMBULATORY    CARE    ADDN/120 
PSYCH  BLDG 

BED 

90 

96 

$49,700,000 

DESIGN  DEVEL 

LAKE  CITY 

ADDITIONAL  120  BED  NHCU 

91 

91 

$7,070,000 

CONSTRUCTION 

MIAMI 

PARKING  GARAGE 

91WDF 

92 

$4,000,000 

REQUIREMENTS 

BREVARD  CO 

NEW  NHCU/REPLACEMENT  OUTPATIENT 

95 

95 

$27,600,000 

DD  A/E  NEGOTIATIONS 

(ORLANDO) 

CLINIC 

PALM  BEACH  COUNTY 

120  BED  NURSING  HOME  CARE 

NIT 

90WDF 

91 

$10,412,592 

CONSTRUCTION 

PALM  BEACH  COUNTY 

NEW  MEDICAL  CENTER  (PARKING) 

90 

$6,879,000 

CONSTRUCTION 
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STATUS  OF  ALL  ACTIVE  MAJOR  PROJECTS  IN  FLORIDA— Continued 

i™,t;„„  fw,.,;ni;„n  Desgn       Const     Total  Estimated  ct,,„. 

Location  Description  fm^       Fuf)(js  ^  Status 

PALM  BEACH  COUNTY      NEW  MEDICAL  CENTER  87/88       90  $128,362,000    CONSTRUCTION 

SI  PETERSBURG  (RO)     RELOCATE   R.O.   TO   DEPART.   OWNED    91WDF      92  $24,000,000    DESIGN  DEVEL 

GROUNDS 
TAMPA  100     BED     SCI     BUILDING/CENTRAL    96WDF      97  $44,900,000    DESIGN  DEVEL 

PLANT 

Ms.  Brown  of  Florida.  As  you  know,  the  House  Veterans'  Affairs 
Subcommittee  on  Housing  and  Memorial  Affairs  held  a  field  hear- 
ing in  Southern  Florida  on  March  12,  1993  on  the  effect  of  Hurri- 
cane Andrew  on  veterans  programs,  particularly  housing  pro- 
grams. The  veterans  in  that  area  are  having  a  real  tough  time. 
What  is  the  Department  of  Veterans  Affairs  doing  to  assist  those 
veterans  who  have  lost  everything? 

Dr.  Holsinger.  You're  talking  about  an  area  in  South  Dade 
County,  Florida? 

Ms.  Brown  of  Florida.  Homestead. 

Dr.  Holsinger.  We  obviously  are  trying  to  reach  them  through 
outreach  efforts  from  our  Miami  VA  Medical  Center.  We  recognize 
that  it's  a  good  distance  from  the  Miami  VA  Medical  Center  all  the 
way  down  to  South  Dade  County,  Florida. 

So  we're  trying  to  help  with  some  outreach  efforts  there.  But  it's 
a  difficult  process  for  everyone,  I  think,  that's  involved  with  trying 
to  help  with  the  cleanup  from  the  hurricane. 

Ms.  Brown  of  Florida.  Would  I  be  correct  in  stating  that  there's 
absolutely  no  service  in  that  part  of  Florida  for  veterans'  spouses 
or  children? 

Dr.  Holsinger.  That's  correct.  We  have  no  legal  authority  under 
which  we  can  provide  care  for  veterans'  spouses  or  children  in  the 
kind  of  situation  that  you're  talking  about. 

The  only  thing  we  have  is  the  CHAMPVA  program,  which  is  for 
the  care  of  spouses  and  children  of  permanently  disabled  veterans 
who  are  deceased.  CHAMPVA  does  not  take  care  of  the  situation 
we're  talking  about. 

Ms.  Brown  of  Florida.  Mr.  Secretary,  I  am  still  concerned  about 
the  VA's  decision  to  move  VA  Medical  Center  slated  for  East-Cen- 
tral Florida  from  Orange  to  Brevard  County.  I  will  be  sending  you 
a  letter  with  additional  questions  regarding  this  matter.  This  situa- 
tion remains  of  great  interest  to  several  Members  of  Congress,  vet- 
erans in  Central  Florida,  and  my  constituents. 

Secretary  Brown.  Thank  you. 

Mr.  Rowland  (presiding).  I  want  to  ask  one  question.  Mr.  Secre- 
tary, would  you  provide  us,  the  committee,  with  a  list  of  all  avail- 
able construction  projects  in  the  last  5  years  that  have  received  ad- 
vanced planning  funds  or  no  other  appropriated  dollars? 

I  know  that  the  psychiatric  facility  at  Gainesville  has  been  au- 
thorized for  some  period  of  time  now.  And  I  see  that  putting  it  in 
the  fiscal  year  1996  budget  and  there  is  a  dire  need  for  a  psychiat- 
ric facility  in  Gainesville  and  in  that  area. 

Secretary  Brown.  Mr.  Chairman,  we'll  get  that  to  you  right 
away. 
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(Subsequently,  the  Department  of  Veterans  Affairs  provided  the 
following  information:) 

The  following  is  a  list  of  the  current  projects  under  construction  or  planned  for 
Florida  to  include  current  status.  (Included  in  the  list  is  the  issue  of  a  psychiatric 
facility  in  Gainesville.) 

STATUS  OF  ALL  ACTIVE  MAJOR  PROJECTS  IN  FLORIDA 


Location 


Description 


Funds 


Const 
Funds 


Total  Estimated 
Cost 


Status 


BREVARD  COUNTY 
FLORIDA  NATIONAL 

CEMETERY 
BAY  PINES  (FT. 

MYERS) 
GAINESVILLE 

LAKE  CITY 
MIAMI 

BREVARD  CO 
(ORLANDO) 
PALM  BEACH  COUNTY 
PALM  BEACH  COUNTY 
PALM  BEACH  COUNTY 
ST.  PETERSBURG  (RO) 

TAMPA 


NEW  MEDICAL  CENTER  &  NHC  95 

GRAVESITE  DEVELOPMENT 

120  BED  NHU  &  OPC 

AMBULATORY    CARE   ADDN/120    BED    90 

PSYCH  BLDG 
ADDITIONAL  120  BED  NHCU  91 

PARKING  GARAGE  91WDF 

NEW  NHCU/REPLACEMENT  OUTPATIENT    95 

CLINIC 
120  BED  NURSING  HOME  CARE  NIT    90WDF 
NEW  MEDICAL  CENTER  (PARKING) 
NEW  MEDICAL  CENTER  87/88 

RELOCATE   R.O.   TO  DEPART    OWNED    91WDF 

GROUNDS 
100     BED     SCI     BUILDING/CENTRAL    96WDF 

PLANT 


$172,600,000    SCHEMATICS  A/E 
FUTURE  BUDGET 


$28,200,000  DD  A/E  NEGOTIATIONS 

$49,700,000  DESIGN  DEVEL 

$7,070,000  CONSTRUCTION 

$4,000,000  REQUIREMENTS 

$27,600,000  DD  A/E  NEGOTIATIONS 

$10,412,592  CONSTRUCTION 

$6,879,000  CONSTRUCTION 

$128,362,000  CONSTRUCTION 

$24,000,000  DESIGN  DEVEL 

$44,900,000  DESIGN  DEVEL 


Mr.  Rowland  (presiding).  Okay. 

Ms.  Brown  of  Florida.  Mr.  Chairman,  if  I  could  be  recognized  for 
a  moment.  Thank  you.  I  thought  that  the  Gainesville  VA  Medical 
Center  was  going  to  receive  funds  for  the  building  of  the  120-bed 
psychiatric  unit  in  the  fiscal  year  1994-1995  budget.  Why  has  this 
project  been  pushed  back? 

Mr.  Rowland  (presiding).  This  is  in  1996,  from  the  1996  budget. 

Ms.  Brown  of  Florida.  It  is  my  belief  that  the  Gainesville  120- 
bed  psychiatric  unit  had  a  higher  priority,  and  was  slated  to  re- 
ceive funds  before  fiscal  year  1996.  What  is  the  status  of  the  psychi- 
atric unit? 

Mr.  Rowland  (presiding).  Ms.  Brown,  that's  what  I  wanted  to 
focus  on. 

Ms.  Brown  of  Florida.  Thank  you,  Mr.  Chairman.  I  appreciate 
your  help  in  getting  to  the  bottom  of  this  situation. 

Dr.  Holsinger.  Mr.  Chairman  and  Ms.  Brown,  what  we  have 
provided  in  the  5-year  facilities  development  plan  is  what  we  be- 
lieve to  be  an  accurate  expectation  of  what  we  might  accomplish 
with  available  funding  over  the  next  5  years.  And  it's  no  pie  in  the 
sky,  it's  based  on  what  we  believe  is  the  most  likely  scenario  for 
funding. 

We  have  tried  to  do  that  in  order  not  to  heighten  expectations 
that  we  would  be  able  to  fund  projects  at  a  time  when  we  can't.  It 
is  not  an  open-ended  budget  that  represents  everything  that  we 
might  like  to  have  in  1  year  or  any  1  year,  but  it  represents  what 
we  think  is  the  most  likely  scenario  that  we'll  be  able  to  obtain. 

And  in  that  case,  it  would  look  like  unless  additional  funds  can 
be  found,  that  the  Gainesville  project  will  not  be  funded  until  1996. 
We  would  hope  that  that  might  change  as  we  look  at  the  next 
couple  of  fiscal  years.  We  want  to  build  it.  We  need  it.  It's  impor- 
tant to  us. 
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Mr.  Rowland  (presiding).  We  look  forward  to  getting  that  list  be- 
cause I'm  curious  to  know  how  you're  going  to  be  able  to  expand 
the  system  to  provide  care  for  a  lot  more  veterans  when  we're  not 
getting  the  facilities  in  place  that  there  need  to  be. 

Do  you  want  me  to  yield  to  you  now  or  have  Mr.  Ridge  and  then 
you? 

Mr.  Bachus.  No.  Mr.  Ridge. 

Mr.  Rowland  (presiding).  Okay. 

Mr.  Ridge.  Of  course,  I'd  defer  to  my  colleague  if  he  were  seated 
before  me. 

Mr.  Bachus.  No. 

Mr.  Ridge.  I'm  not  sure  what  the  situation  is. 

Mr.  Bachus.  No.  I  am  in  no  hurry. 

Mr.  Rowland  (presiding).  In  this  case  you  would  appear  next. 

Mr.  Ridge.  Thank  you  very  much,  Mr.  Chairman. 

Mr.  Secretary,  it's  a  pleasure  to  be  in  your  company  and  the  men 
who  accompany  you  today.  I  do  have  a  few  questions.  First  of  all,  I 
have  a  request.  There  are  some  major  and  minor  construction  pro- 
grams ongoing  within  the  Commonwealth  of  Pennsylvania.  And 
someone  on  your  staff  at  their  convenience — I  would  just  like  to  de- 
termine whether  or  not  the  budget  will  have  any  impact  on  any  of 
these  major  or  minor  construction  programs.  At  your  convenience, 
I  would  just  like  to  get  that  list. 

Secretary  Brown.  We'll  get  that  right  to  you,  sir. 

(Subsequently,  the  Department  of  Veterans  Affairs  provided  the 
following  information:) 

A  list  of  ongoing  projects  and  their  status  is  attached.  The  FY  1994  budget  request 
does  not  contain  any  projects  in  Pennsylvania.  Outyear  budget  targets  and  un- 
known impact  of  the  national  health  reform  have  moved  two  major  projects  into 
future  budgets: 

Philadelphia  Renovation  of  Building  1  (beds  are  involved) 
Wilkes-Barre  Ambulatory  Care/Clinical  Additional 

STATUS  OF  ALL  ACTIVE  PROJECTS  IN  PENNSYLVANIA 


CITY 


Description 


Funds 


Const 
Funds 


Total 

Estimated 

Cost 


Status 


ALTOONA 

ALTOONA 

BUTLER 

COATESVILLE 

COATESVILLE 

COATESVILLE 

COATESVILLE 

COATESVILLE 

COATESVILLE 

ERIE 

ERIE 

ERIE 

ERIE 
ERIE 
INDIANTOWN  GAP 

NATL. 
INDIANTOWN  GAP 

NATL. 
LEBANON 
LEBANON 
LEBANON 
PHILADELPHIA 

PHILADELPHIA 
PHILADELPHIA 
PHILADELPHIA 
PHILADELPHIA  R.O. 


WAREHOUSE  BUILDING  85  93  $1,731,000 

FIRE  &  SAFETY  SPRINKLERS  89  92/93  $456,000 

REPLACE   STEAM    LINES   AND   VALVES  93  93  $2,755,000 

FIRE  AND  SAFETY  IMPROV— PHASE  91  92/93  $329,782 

RENOVATE  WARDS  71  AND  7B  93  $3,000,000 

FIRE  AND  SAFETY   IMPROVEMENTS  P    93  93  $720,000 

40  BED  NURSING  HOME  57  A  93  93  $500,000 

IMPROVE  PT  BATH  FACILITY  92  92  $311,218 

40  BED  NURSING  HOME  57  B  93  93  $500,000 

LONG  TERM  CARE  BEDS  93  $2,589,000 

CONSOLIDATE   MAS   &   IMPROVE   OPC  92  93  $739,800 

CENTRAL  AIR  CONDITIONING  BLDG.  97WDF       98  $9,000,000 

DHCP/ADP  SYSTEM  EXPANSION  91  92  $398,200 

RELOCATE  SPD  TO  BASEMENT  93  93  $1,952,000 

CORRECT  SITE  ELECTRICAL  SYSTEM  92  92  $102,000 


CONST  DOCUMENTS 

CONSTRUCTION 

CONSTRUCTION 

CONSTRUCTION 

DD  A/E  NEGOTIATIONS 

DD  A/E  NEGOTIATIONS 

DD  A/E  NEGOTIATIONS 

CONSTRUCTION 

DD  A/E  NEGOTIATIONS 

DESIGN  DEVEL 

CONST  DOCUMENTS 

FUTURE    BUDGET    PROJ. 

REVIEW 
CONSTRUCTION 
CONST  DOCUMENTS 
CONSTRUCTION 


APPL.    UNDER 


BURIAL  SECTIONS,  PHASE  3  94  95 

RENOVATE  NURSES  STATIONS  B  1  &    93  93  $547,( 

CORRECT  F/S/  DEF  92  92/93  $834, 

NURSING  HOME  (CONV)  BLDG  17  93  $1,865 

RENOVATION  OF  BUILDING  1  97WDF       98  $24,500 

MODERNIZE  WARD  5S  92  92/93  $1,554,( 

MODERNIZE  WARD  7S  93  $1,750, 

CLIN.ADDN./RENOVATION/240  BED  85  86  $86,138,( 

RENOVATE  OGI  OFFICE  SPACE  91  $56,: 


$2,887,500    REQUIREMENTS 


CONST  ADVERTISE 
700    CONSTRUCTION 
000    DESIGN  DEVEL 
000    FUTURE    BUDGET    PROJ.    APPL. 
REVIEW 

CONSTRUCTION 

DESIGN  DEVEL 

CONSTRUCTION 

REQUIREMENTS 


UNDER 
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STATUS  OF  ALL  ACTIVE  PROJECTS  IN  PENNSYLVANIA— Continued 


CITY 

Description 

Desgn 
Funds 

Const 
Funds 

Total 

Estimated 

Cost 

Status 

PHILADELPHIA  R.O. 

VA/GSA  JOINT  VENTURE 

94 

$6,000,000 

GSA  DESIGN 

PHILADELPHIA  R.O. 

RPS  INSTALLATION 

93 

$5,000 

REQUIREMENTS 

PHILADELPHIA  (DPC) 

INSTALLATION  OF  DIESEL  GENERAT 

88 

$1,360,000 

CONSTRUCTION 

PHILADELPHIA  (DPC) 

REPLACEMENT   OF   AIR    CONDITIONING 

90 

$500,000 

CONSTRUCTION 

PHILADELPHIA  (DPC) 

BUILDING  RENOVATION 

92 

93 

$137,000 

REQUIREMENTS 

PHILADELPHIA  (DPC) 

COMPUTER  ROOM  RENOVATIONS 

93 

$40,000 

REQUIREMENTS 

PITTSBURGH  (RO) 

PUBLICATION  SUPPLY  UNIT 

92 

$13,000 

REQUIREMENTS 

PITTSBURGH  (AD) 

REPLACEMENT   MEDICAL  CENTER   PHA 

89 

$59,292,000 

CONSTRUCTION 

PITTSBURGH  (AD) 

REPLACEMENT    MED.    CTR.    (DEMOLIT 

89 

$1,500,000 

CONST  DOCUMENTS 

PITTSBURGH  (HD) 

RENOV.  BLDG.  6  FOR  NURSING  HOME 

91 

93 

$2,820,000 

CONST  ADVERTISE 

PITTSBURGH  (UD) 

DEADEND  CORRIDOR,  PAT  PRIV  &  BA 

93 

93 

$2,436,000 

COST  DOCUMENTS 

PITTSBURGH  (UD) 

RENOV.    ICU   FOR   STEP   DOWN   UNIT 

92/93 

93 

$2,424,000 

CONST  DOCUMENTS 

PITTSBURGH  (UD) 

RENOVATE  PATIENT  BATH 

88 

93 

$590,000 

CONST  ADVERTISE 

PITTSBURGH  (UD) 

INSTALL  ELEVATOR   (RESEARCH)   BUIL 

87/90 

$158,000 

CONST  ADVERTISE 

PITTSBURGH  (UD) 

RENOVATE    PATIENT    BATH    FOR    PRIV 

93 

93 

$720,000 

CONST  DOCUMENTS 

PITTSBURGH  (UD) 

ADDITIONAL  SMOKE   DAMPERS,  SPRIN 

84/93 

93 

$2,269,000 

CONST  ADVERTISE 

PITTSBURGH  (UD) 

RADIATION  THERAPY  SUITE  (UD) 

93 

93 

$1,702,000 

CONST  ADVERTISE 

WILKES  BARRE 

AMBULATORY  CARE/CLINICAL  ADDI 

97WDF 

98 

$42,735,000 

REQUIREMENTS     PROJ.     APPL.     UNDER 
REVIEW 

WILKES  BARRE 

SPRINKLERS/PIPED  MEDICAL  GASES 

93 

$2,824,000 

DD  A/E  NEGOTIATIONS 

Mr.  Ridge.  I  appreciate  that,  Mr.  Secretary. 

I  know  it  has  been  a  stated  priority  of  yours  and  your  predeces- 
sor to  provide  adequate  resources  for  care  for  our  aging  veterans, 
with  particular  emphasis,  obviously,  when  we  think  of  our  World 
War  II  veterans.  Frankly,  I  think  you  inherited  an  agency  that  has 
had  some  trouble  and  rather  poor  history  of  actually  being  able  to 
convert  beds  to  long-term  care. 

In  the  absence  of  any  new  initiatives  in  this  year's  budget  with 
regard  to  long-term  care,  particularly  with  regard  to  the  absence  of 
alternatives  to  institutionalized  care,  how  do  you  feel  that  this  first 
budget  addresses  the  needs  of  these  elderly  veterans? 

You're  under  tremendous  fiscal  restraints.  The  agency's  always 
had  a  tough  time  converting  beds  to  long-term  care.  Under  the 
fiscal  restraints  in  which  you're  operating  now,  there  don't  seem  to 
be  any  new  alternatives  to  institutionalized  care,  hospital-based 
home  health,  hospital-based  day  care. 

Is  this  put  off  for  another  year  or  two  or  is  there  something  in 
the  budget  that  we  should  champion  in  and  get  out  to  our  elderly 
veterans  to  let  them  know  that  we're  trying  as  best  we  can,  even 
when  times  are  tough? 

Secretary  Brown.  Yes,  sir.  In  this  year  alone  we  were  able  to 
convert  approximately  700  beds.  We  actually  have  on  the  drawing 
board  about  5,000  beds  to  be  converted.  That  money  is  coming  out 
of  minor  construction. 

Mr.  Ridge.  Out  of? 

Secretary  Brown.  Minor  construction. 

Mr.  Ridge.  Minor  construction?  Excellent. 

Secretary  Brown.  The  $24  million  out  of  minor  construction  for 
that  conversion. 

Mr.  Ridge.  What  is  the  timetable  on  the  5,000-bed  conversion? 

Dr.  Holsinger.  That's  over  a  5-year  period. 

Mr.  Ridge.  Five-year  period? 

Dr.  Holsinger.  We're  in  about  the  second  year  of  it  right  now. 
This  next  fiscal  year  will  be  the  third  year. 

Mr.  Ridge.  Very  good.  Well,  again,  I  think  that  is  progress. 
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Could  you  anticipate  expanding  in  the  out  years  as  well  since, 
with  pressure  on  the  system  to  deliver  the  services,  you're  never 
going  to  be  able  to  either  transfer  enough  beds  or  build  enough 
long-term  health  care  facilities  for  non-institutional  care. 

Can  we  look  down  the  road  toward  hospital-based  home  health, 
more  adult  day  care  facilities,  those  kinds  of  things? 

Secretary  Brown.  Absolutely.  We  will  continue  with  the  evalua- 
tion of  what  we  have  on  the  books.  The  fact  is  that  we  really  have 
to  wait  to  see  exactly  what  our  defined  role  will  look  like  coming 
out  of  health  care  reform  and  eligibility  reform. 

As  I  stated  earlier,  we  will,  of  course,  be  looking  at  more  efficient 
treatment  modalities,  such  as  outpatient  care,  home  care,  that  type 
of  treatment,  which  is  much  more  efficient  than  the  way  we're 
doing  it  now  by  treating  them  on  an  inpatient  basis. 

Mr.  Ridge.  I  personally  appreciate  the  priority  you've  given  to 
this.  I  know,  again,  given  the  constraints  that  you're  operating 
under,  moving  some  of  that  money  around  internally  and  stretch- 
ing it  as  far  as  you  possibly  can  to  address  the  needs  of  these  senior 
veterans  is  very  much  appreciated  from  my  point  of  view. 

Mr.  Rapp,  could  you  give  me  the  status,  if  you  are  aware,  of  the 
National  Cemetery  in  Western  Pennsylvania,  the  one  that  had 
been  discussed,  within  about  a  25-mile  radius  of  Pittsburgh? 

Mr.  Rapp.  Yes.  We  have  funds  available  to  do  an  environmental 
impact  study.  We're  proceeding  with  that  study  and  have  narrowed 
down  the  sites.  We  will  be  ready  to  present  those  sites  at  an  EIS 
scoping  meeting,  which  is  a  formal  meeting  that  will  announce  the 
process  to  the  greater  Pittsburgh  community.  That  meeting  is 
scheduled  to  take  place  next  month. 

Mr.  Ridge.  Very  good.  At  some  point  in  time,  would  you  mind  if 
I  had  someone  on  the  staff  chat  with  you  a  little  bit  more,  in  detail 
about  the  project  and  that  process? 

Mr.  Rapp.  That's  fine,  yes. 

Mr.  Ridge.  Very  good. 

Mr.  Secretary,  I  noted  in  the  budget  that  your  5-year  facility 
plans  include  $8  billion  of  major  and  minor  construction.  I  think  I 
know  part  of  the  answer  because  we're  all  waiting  to  see  how  the 
VA  health  care  delivery  system  will  be  impacted,  integrated,  or 
working  with  a  national  health  care  plan. 

I'm  wondering,  as  you  take  a  look  preparing  your  road  map  for 
the  VA,  not  through  this  year's  budget,  but  in  the  future  budgets 
as  well,  taking  a  look  at  maybe  the  projects  that  you  have  inherit- 
ed as  having  priorities  within  the  system,  whether  or  not  internal- 
ly there  is  ever  any  discussion  on  a  project  by  project  basis  as  to 
whether  or  not  it  would  be  better  for  the  veterans  and  better  for 
the  VA  if  you  use  some  of  the  facilities,  the  private  facilities,  in 
these  communities. 

You  know,  there  are  so  many  hospitals  today  that  are  closing, 
with  a  lot  of  pressure  on  rural  hospitals.  A  lot  of  urban  hospitals 
are  not  being  used  to  full  capacity,  not  even  close  to  it. 

Is  there  a  process  internally  within  the  VA  where  you  take  a 
look  at  other  avenues  within  that  community  which  might  be 
cheaper  for  the  VA  to  either  contract  out  or  work  in  conjunction 
with  existing  entities  within  urban  America? 
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Secretary  Brown.  Yes,  sir.  First  of  all,  I'm  unfamiliar  with  that 
$8  million  figure.  I  thought  it  was  about  $1.6  billion  in  major  con- 
struction. But  we'll  be  happy  to  try  to  identify  that. 

Mr.  Ridge.  I  recall  reading  something.  I've  got  this  in  a  note. 
You're  scrambling  for  all  the  money  you  can  get.  If  I  just  gave  you 
$6.4  billion  more  than  you  ask,  I  ought  to  get  appointed  to  the  Ap- 
propriations Committee. 

I'll  go  back  and  check  my  figures.  The  numbers 

Secretary  Brown.  Dr.  Holsinger  just  said  that  that  number  may 
represent  the  total  figure  for  everything  that's  being  asked  for. 

Mr.  Ridge.  Five  years? 

Secretary  Brown.  Yes. 

Mr.  Ridge.  Right. 

Secretary  Brown.  Okay.  With  respect  to  your  other  observation, 
yes,  I  agree.  What  we  would  like  to  do  is — and  we  will  be  looking  at 
very  closely — to  take  advantage  of  every  opportunity  to  increase 
our  sharing  agreements  and  our  sharing  arrangements. 

I  don't  just  look  at  that  as  a  relationship  that  should  exist  be- 
tween the  different  departments  of  government.  We  should  be  look- 
ing at  the  private  sector.  If  the  private  sector  can  do  it  much  more 
efficiently  than  we  can  in  terms  of  costs,  then  we  should  be  using 
them.  Likewise,  if  the  private  sector  has  CAT  scan  and  we're  in  the 
same  geographical  area,  why  should  we  buy  one?  We  should  use 
those  services. 

So  that's  the  kind  of  thing  I  envision  as  we  move  toward  health 
care  reform  in  the  VA  and  balancing  that  with  the  health  care 
reform  that's  going  to  take  place  in  the  society  at  large. 

Mr.  Ridge.  Mr.  Secretary,  I  appreciate  your  openness  to  that. 
And  I  do  think  sharing  agreements  in  the  long  term  can  be  very 
effective  for  the  veteran  and  help  you  stretch  those  dollars  even 
further.  And  I  appreciate  your  leadership.  Thank  you  very  much. 

Secretary  Brown.  Thank  you,  sir. 

Mr.  Rowland  (presiding).  Mr.  Bachus. 

Mr.  Bachus.  Secretary  Brown,  you  have  mentioned  here  today 
eligibility  reform.  And  in  connection  with  Mr.  Clinton's  question  to 
you,  you  talked  about  expanding  eligibility  to  other  veterans.  I 
think  in  your  remarks,  you  mentioned  that  you  wanted  to  expand 
services  to  our  veterans,  as  opposed  to  decrease  services. 

If  we're  going  to  expand  the  number  of  veterans  that  are  eligible 
and  expand  services,  how  are  we  going  to  pay  for  these  additional 
services  and  additional  veterans  that  we  serve,  especially  in  light 
of  the  Clinton  budget,  where  he  identifies  savings  and  really  takes 
up  those  savings  in  the  budget?  I'm  concerned  that  with  that 
money  not  being  available.  How  are  we  going  to  pay  for  this? 

Secretary  Brown.  As  you  know,  sir,  we  have  not  yet  seen  exactly 
what  role  we're  going  to  play  in  national  health  care,  but  I  have 
my  own  views  about  that.  I'd  like  to  share  them  with  you. 

I  believe  the  country  has  a  mandated  obligation  to  continue  to 
provide  basic  care  from  appropriated  funding  for  service-connected 
veterans  and  lower-income  veterans,  our  Category  A's.  That  consti- 
tutes about  a  million  inpatients,  two  and  a  half  million  inpatients 
and  outpatients. 

What  I  would  like  to  do  is  to  open  the  system  up  to  the  other  25 
million  veterans  and  allow  them  to  pay  for  their  care.  They  can 


68-251  0-93-3 


62 

pay  for  their  care  through  a  number  of  third  party  mechanisms: 
Medicare,  private  insurance  companies,  CHAMPUS.  They  can  pay 
for  it  through  Medicaid,  or  from  their  own  resources. 

Some  States  provide  a  basic  medical  plan.  If  we  happen  to  pro- 
vide service  to  a  veteran  in  that  State,  then  we  would  expect  reim- 
bursement back. 

In  other  words,  we  are  opening  up  the  system  to  all  27  million 
veterans.  That  way  they  can  really  have  the  best  of  two  worlds.  If 
all  Americans  have  a  basic  plan,  let's  take  a  Medicare  recipient. 
He  can  say,  "Well,  I  have  my  Medicare  dollars.  I  can  go  to  the  pri- 
vate hospital  right  down  the  street  or  I  can  take  my  Medicare  dol- 
lars and  go  over  here  and  get  my  care  from  VA." 

That's  the  kind  of  system  I  envision.  I  believe  it  is  feasible  and 
achievable. 

Mr.  Bachus.  Of  course,  you're  talking  there  about  giving  25  mil- 
lion veterans  some  choice. 

Secretary  Brown.  Yes,  sir.  That's  exactly  correct. 

Mr.  Bachus.  Do  we  have  any  studies  on  what  this  does  to  our 
facilities,  if  they  choose  to  go  to  the  VA? 

Secretary  Brown.  We  are  working  on  a  number  of  models  and 
"What  ifs"  that  will  give  us  some  answers.  But,  to  respond  to  your 
question,  I  would  like  to  say  that  we  are  in  the  process  of  evaluat- 
ing it. 

Mr.  Bachus.  I  would  just  urge  you  not  to  increase  that  eligibility 
until  we  have  facilities  ready  to  accept  anyone  who  chooses  to  avail 
themselves  of  the  facilities,  especially  in  light  of  the  fact  that  it 
could  affect  the  service  that  we  are  now  giving  to  those  one  million 
veterans. 

You  talked  about  expanding  services  to  them,  at  the  same  time 
perhaps  making  the  system  available  to  25  times  the  number  of 
veterans  it  is  now  open  to.  I  may  be  off  on  the  numbers. 

Secretary  Brown.  We  never  would  expect  25  times.  That  will  not 
happen.  But  I  think  that  once  the  plan  is  fully  evaluated  and  we've 
been  able  to  arrive  at  some  conclusions,  I  think  the  image  of  the 
system  will  have  more  substance  in  terms  of  whether  or  not  we  can 
achieve  the  goals  we  set  forth. 

Mr.  Bachus.  I  agree.  Let's  say  that  10  percent  of  those  opted  to 
use  the  VA.  Then  you  would  be  talking  about  more  than  dou- 
bling  

Secretary  Brown.  That's  exactly  right. 

Mr.  Bachus  (continuing).  Your  present  load. 

Secretary  Brown.  In  fact,  our  preliminary  conclusions  suggest 
right  now  we  would  treat  about  10  percent.  So  we  would  think 
that,  at  max,  it  would  open  it  up  about  10  percent,  which  as  an  ob- 
jective, is  something  we  could  absorb. 

We  have  capacity  at  this  point  in  time,  excess  capacity  already 
built  into  the  system.  We  have  a  number  of  hospitals  that  operate 
at  60  percent,  not  because  there's  a  lack  of  need,  but  primarily  be- 
cause they  do  not  have  the  resources  to  staff  those  beds. 

So  we  want  to  open  it  up  to  veterans  and  tell  them,  "Bring  your 
money  in.  We're  going  to  give  you  the  highest  quality  of  care  avail- 
able in  America." 

Mr.  Ridge.  Would  the  gentleman  yield? 
Mr.  Bachus.  Yes. 
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Mr.  Ridge.  I'm  sorry  for  taking  your  time,  but  you've  opened  up 
a  very  interesting  question.  I  want  to  follow  up  on  the  gentleman's 
line  of  questioning  because  I  think  it's  critical. 

I  have  two  VA  facilities,  medical  centers,  in  my  congressional 
district.  And  over  the  years,  they've  done  the  best  they  possibly 
could  with  dwindling  resources,  although  the  demand  upon  them 
has  continued,  even,  as  the  gentleman  has  pointed  out,  with  the 
prioritization. 

And  to  open  that  up  to  see  a  doubling  of  potential  patient  load  in 
those  two  facilities  without  a  substantial  amount  of  additional  dol- 
lars might  squeeze  out  some  of  those  who  had  been  traditionally 
using  the  service  based  on  the  eligibility  criteria  that  were  set  up. 

So  the  question  I  would  ask  the  Secretary  is:  In  your  discussion — 
and  I'm  pleased  you've  been  involved  with  the  task  force — is  the 
President's  task  force  considering  a  substantially  larger  financial 
commitment  to  the  VA  to  open  it  up  so  that  the  capacity  we  have 
which  can't  be  used  because  of  reduction  in  nurses,  reduction  in 
pharmacists,  reduction  in  doctors  could  be  made  available? 

Secretary  Brown.  We  are  looking  at  exactly  how  we  are  going  to 
provide  care  and  what  kind  of  basic  care  we  will  be  providing.  Once 
those  questions  are  resolved,  then  you  begin  to  address  the  ques- 
tion of  where  you  possibly  need  to  be,  the  questions  of  capacity  and 
excess  capacity.  So  we're  not  at  that  stage  yet. 

Mr.  Ridge.  Okay. 

Mr.  Rowland  (presiding).  The  gentleman's  time  has  expired.  I'll 
come  back  to  the  gentleman. 

Mr.  Smith. 

Mr.  Smith.  Thank  you  very  much,  Mr.  Chairman. 

Mr.  Secretary,  distinguished  panel,  welcome  to  the  committee 
once  again.  Mr.  Secretary,  this  committee  has  seen  the  VA  change 
planning  models  many  times  over  the  years,  over  the  last  5  years. 
As  you  well  know,  the  VA  has  made  up  RAM,  trans-RAM,  RAM  II, 
and  now  RPM. 

I  wonder  if  you  could  tell  us,  because  all  of  those  models  have 
been  designed  to  some  extent  in  the  past  to  put  more  of  an  empha- 
sis on  the  budget,  rather  than  on  need.  Can  you  assure  this  com- 
mittee that  the  emphasis  will  indeed  be  on  need? 

Secretary  Brown.  Yes.  RAM  II,  RAM  III,  DRGs.  Sir,  we  are  eval- 
uating our  accounting  system  or  we  are  evaluating  the  system  of 
how  we  are  going  to  manage  our  workload  and  so  forth.  We  are 
very  much  aware  of  the  problem,  and  I  think  it  is  being  addressed 
in  this  evaluation  process. 

Mr.  Smith.  I  appreciate  that.  I  encourage  you  because  there  has 
been,  as  you  well  know,  a  lot  of  criticism  about  the  needs  of  the 
veterans  being  shortchanged  over  the  past. 

A  couple  of  other  questions.  Your  fiscal  year  1994  health  care 
budget  shows  an  increase  of  2,554  FTEE  for  the  Veterans  Health 
Administration.  New  facility  activations  account  for,  it's  my  under- 
standing, 1,828. 

Will  these  personnel  help  alleviate  the  staffing  shortages  at  fa- 
cilities already  in  operation?  In  your  testimony,  you  indicated  they 
would  be  detailed  or  deployed  to  some  of  the  four  satellite  outpa- 
tient clinics  and  some  of  the  other  new  additions. 
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Dr.  Holsinger.  Mr.  Smith,  the  1,800  that  you're  talking  about  go 
to  activations.  These  are  places  where  we  have  new  facilities  that 
are  being  constructed.  Part  of  those,  for  example,  go  to  the  new 
West  Palm  Beach  Florida  Hospital  for  its  initial  staffing. 

The  rest  go  to  new  clinics  that  are  opening  or  expansions  of  clin- 
ics or  clinical  facilities  that  are  under  construction  and  have  been 
in  the  pipeline  being  constructed  over  the  last  5  or  6  years. 

Mr.  Smith.  Have  we  identified  where  our  existing  needs,  particu- 
larly in  existing  facilities,  where  unmet  needs  could  be  accommo- 
dated with  an  increase  in  the  budget? 

Dr.  Holsinger.  Well,  I  don't  quite  follow  how  that  ties  into  the 
1,800  you 

Mr.  Smith.  Is  there  a  requirement  or  a  need  for  additional 
FTEEs? 

Dr.  Holsinger.  Well,  I  think  that  there's  always  a  requirement 
for  additional  individuals.  I  think  it's  important  to  note  that  today, 
as  we're  talking,  the  Veterans  Health  Administration  has  the  high- 
est number  of  personnel  on  duty  than  it's  ever  had  in  its  history. 

As  the  Secretary  has  indicated,  we  have  been  exempt  from  the 
reduction  under  the  Executive  Order  for  the  fiscal  year  1994.  We're 
expecting  to  increase,  as  you  indicated,  nearly  2,600  FTEE. 

In  addition,  with  some  work  that  we  have  done  over  the  past  3 
years  in  the  Veterans  Health  Administration  of  putting  out  the 
maximum  dollars  early  in  the  fiscal  year,  we've  been  able  to  exceed 
our  floors  on  FTEE.  And  this  year  we'll  exceed  it  by  almost  3,000. 
So  we've  been  able  to  get  dollars  out  where  we  can  get  the  health 
care  personnel  on  duty  and  taking  care  of  patients. 

Secretary  Brown.  Mr.  Smith,  I  think  I'd  like  to  also  respond  to 
your  question.  I  think  you're  absolutely  correct  when  you  raise 
that  question.  In  that  2,500,  approximately  500  are  going  to  go  to 
our  resident  work  limit  initiative.  Right  now  we  are  working  some 
of  our  residents  120  hours.  The  States  and,  in  fact,  our  own  stand- 
ards now  are  going  to  require  us  to  reduce  that  down  to  80  hours. 

So  those  we  would  be  putting  about  500  employees  or  so  into  that 
program  so  they  would  be  right  into  the  hospitals  that  will  deal 
with  the  staffing  levels  of  the  hospitals  that  are  already  in  exist- 
ence. 

Mr.  Smith.  I  appreciate  it.  Thank  you. 

Mr.  Chairman,  I  want  to  ask  that  my  full  statement  be  made  a 
part  of  the  record. 

Mr.  Rowland  (presiding).  Yes.  Without  objection. 

[The  statement  of  Hon.  Christopher  H.  Smith  appears  on  p.  322.] 

Mr.  Rowland  (presiding).  Mr.  Stump. 

Mr.  Stump.  Thank  you,  Mr.  Chairman.  I  don't  have  any  ques- 
tions, but  I  would  ask  unanimous  consent  of  all  members  of  this 
committee  that  I  be  given  permission  to  submit  questions  and 
statements  for  the  record  on  today's  meeting. 

Mr.  Rowland  (presiding).  Without  objection. 

Mr.  Stump.  Thank  you,  Mr.  Chairman. 

Thank  you,  Mr.  Secretary,  for  being  with  us  today. 

Secretary  Brown.  Yes,  sir. 

[The  statement  of  Hon.  Bob  Stump  appears  on  p.  316.] 

Mr.  Rowland  (presiding).  Mr.  Bachus. 
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Mr.  Bachus.  Mr.  Chairman,  I've  got  two  questions,  one  I  would 
like  to  submit,  but  I  would  also  like  to  give  Secretary  Brown  an 
option  to  just  briefly  respond  if  he  would  like. 

The  Committee  on  the  Future  Structure  of  Veterans  Health  Care 
recommended  the  establishment  of  geographical  service  areas  so 
that  the  resources  would  go  where  the  veterans  were.  What  in  your 
opinion  would  be  the  impact  on  rural  facilities,  where  there  are  not 
as  many  veterans? 

Secretary  Brown.  You're  absolutely  correct.  We're  looking  at 
that,  but  at  the  same  time,  we're  going  to  have  to  wait  until  our 
role  in  national  health  care  and  VA  health  care  reform  are  com- 
plete. 

At  that  point  we  will  begin  to  address  exactly  how  we  are  going 
to  distribute  our  resources. 

Mr.  Bachus.  And  I  would  urge  you  to  do  that — let's  have  an 
impact  on  our  role  before  we  adopt  any  of  those  recommendations. 

For  my  second  question,  and  I  would  like  maybe  a  written  re- 
sponse unless  Dr.  Holsinger  or  somebody  is  prepared  to  give  me  a 
quick  answer  now.  Fort  McClellan  in  Anniston,  Alabama  is  closing 
or  on  the  proposal,  it's  due  to  be  closed.  It  has  a  health  facility 
there  treating  veterans. 

My  first  question  is:  Is  the  Pentagon  and  Base  Closure  Commis- 
sion working  with  the  VA  when  they  put  a  base  or  a  facility  on  the 
closure  list  to  see  what  impact  that  has  on  the  veterans  hospitals? 

And,  number  two,  what  effect  would  closing  the  hospital  there 
have  on  the  veterans  facilities  in  Alabama?  Are  they  prepared  to 
take  that  overload? 

Secretary  Brown.  We  are  looking  at  the  base  closings.  We're 
looking  at  them  very  closely.  One  of  the  obstacles  we're  faced  with 
is  the  fact  that  the  Base  Closing  Act  requires  us  to  pay  fair  market 
value  for  that  property. 

One  of  the  examples  is  Fort  Sheridan,  IL,  the  old  Fort  Sheridan 
itself  was  closed  down.  We  would  like  to  use  that  site  as  a  ceme- 
tery, but  they  want  $25  million  for  it.  It's  the  fair  market  value,  so 
they  say. 

That's  one  of  the  things  we  have  to  get  around  so  we  can  take 
advantage  of  improvements  on  the  land  that  are  already  there,  and 
at  the  same  time  continue  to  be  able  to  provide  the  kinds  of  serv- 
ices that  the  people  have  earned.  Exactly  how  that's  going  to  fall 
out,  I  don't  know. 

With  respect  to  your  question  about  that  particular  location,  I 
don't  know  if  Dr.  Holsinger  has  any  information  on  it. 

Dr.  Holsinger.  Well,  I  think  that  one  of  the  things  that  we 
would  do  in  a  case  where  we  had  a  sharing  agreement,  for  exam- 
ple, with  a  military  facility  that  was  caring  for  veterans  under  that 
sharing  agreement,  if  we  continue  to  need  facilities  in  that  area, 
we  would  either  handle  that  under  a  contract  or  we  would  estab- 
lish our  own  storefront  clinic  in  the  general  community  in  an 
effort  to  be  able  to  take  care  of  those  patients. 

Until  we  get  the  final  list  and  know  when  it's  actually  going  to 
be  closed,  it's  hard  for  us  to  deal  with  them  explicitly,  but  we  look 
at  every  base  closing  for  the  possible  use  that  we  might  have  for  it 
in  the  Department  of  Veterans  Affairs. 


66 

Mr.  Bachus.  Could  you  supply  me,  especially  coming  from  our 
State  where  that  facility  is  located,  a  copy  of  the  negative  impact, 
the  financial  impact  of  that  closure  on  the  veterans? 

Dr.  Holsinger.  We'd  be  happy  to  take  a  look  at  it.  We'd  have  to 
put  together  a  study  on  that.  We  can  do  it. 

Mr.  Bachus.  Thank  you. 

Dr.  Holsinger.  Be  happy  to. 

Mr.  Bachus.  Thank  you,  Mr.  Chairman. 

Mr.  Rowland  (presiding).  Thank  you. 

If  there  are  no  additional  questions,  Mr.  Secretary,  I  want  to 
thank  all  of  you  very  much  for  being  here  this  morning.  This  com- 
mittee does  appreciate  your  testimony. 

Secretary  Brown.  Thank  you  so  much,  Mr.  Chairman. 

Mr.  Rowland  (presiding).  The  next  panel  is  the  U.S.  Court  of 
Veterans  Appeals,  the  Honorable  Judge  Nebeker,  Robert  F. 
Comeau,  James  L.  Caldwell,  and  Sandra  P.  Montrose.  Judge  Ne- 
beker, if  you  will  introduce  those  individuals  who  accompany  you 
here  this  morning,  identify  them? 

Judge  Nebeker.  I  have  to  my  immediate  right  Robert  Comeau, 
the  Clerk  of  the  Court  and  the  Executive  Offices  of  the  Court.  To 
his  right  is  Jim  Caldwell,  the  Chief  Deputy  Clerk  of  the  Court.  To 
my  left  is  Sandy  Montrose,  my  right  arm. 

Mr.  Rowland  (presiding).  We  want  to  thank  you  very  much  for 
being  here  this  morning.  If  you  have  a  prepared  statement,  we 
would  be  pleased  to  hear  it. 

Judge  Nebeker.  I  do,  and  I  would  ask  that  it  be  inserted  into  the 
record. 

Mr.  Rowland  (presiding).  Without  objection. 

Judge  Nebeker.  And  I  can  synopsize  that  statement  in  far  less 
than  the  amount  of  time  that  you  suggested. 

STATEMENT  OF  HON.  FRANK  Q.  NEBEKER,  CHIEF  JUDGE,  U.S. 
COURT  OF  VETERANS  APPEALS;  ACCOMPANIED  BY  ROBERT  F. 
COMEAU,  CLERK  OF  THE  COURT;  JAMES  L.  CALDWELL,  JR., 
CHIEF  DEPUTY  CLERK;  AND  SANDRA  P.  MONTROSE,  COUNSEL 

STATEMENT  OF  HON.  FRANK  Q.  NEBEKER 

Judge  Nebeker.  I  confine  myself  to  less  than  5  minutes.  I  can 
inform  this  committee  that  the  court  has  lost  its  tentativeness  with 
respect  to  its  budget  needs  now  with  the  experience  that  we  have 
had;  and  we  are  able  to  fairly  predict  our  caseload  and  our  staff 
needs  based  upon  what  we  see  happening  at  the  Board  of  Veterans' 
Appeals  level.  We  do  so  now  without  the  risk  of  shortfall,  which 
we've  been  afraid  of  in  the  formative  years  of  the  court. 

You  will  note  that  our  budget  request  is  $142,000  below  last 
year's  request.  We  have  exceeded  the  recommended  decrease 
spawned  by  the  President's  budget  aspirations.  So  we  believe  that 
we  are  legitimately  within  the  atmosphere  that  is  now  created  for 
funding. 

We  are  asking  for  continuation,  though  in  a  reduced  amount,  of 
the  pilot  project  respecting  the  representation  on  a  pro  bono  basis 
of  many  veterans  that  appear  before  our  court  who  are  unrepre- 
sented. 
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Surprisingly,  that  percentage  has  had  a  dramatic  increase.  We 
do  not  know  for  sure  why,  but  at  least  percentage-wise,  there  is  a 
substantial  increase  in  the  number  of  pro  se  veterans  prosecuting 
their  appeals  before  the  court.  And  we  would  hope  that  this  pro- 
gram, this  pilot  program,  could  continue. 

There  is  in  the  natural  progress  of  things  in  the  immediate 
future  an  attempt  to  expand  at  least  into  a  few  pilot  States  a  pro 
bono  program  there;  not  necessarily  with  Federal  funding.  Indeed, 
the  program  would  ask  the  State  departments  of  veterans  affairs  to 
coordinate  the  program  with  the  pro  bono  bar  that  is  extant  in 
those  jurisdictions. 

I  might  report  to  you  that  our  increase  in  case  disposition  is 
marked.  In  1991  we  were  at  64  per  month.  And  in  1992  we  were  at 
158.  I  am  not  prepared  to  tell  you  what  we  are  in  the  last  few 
months,  but  I  know  it's  a  substantial  increase  because  we  circulate 
all  dispositions  to  all  judges.  And  I  feel  like  it's  an  avalanche  of 
paper  that  comes  in  for  dispositional  matters. 

So  I  believe  that  I  can  report  the  court  is  functioning  as  the  Con- 
gress and  President  intended  when  they  enacted  the  Judicial 
Review  Act  of  1988. 

[The  prepared  statement  of  Judge  Nebeker  appears  on  p.  359.] 

Mr.  Rowland  (presiding).  Thank  you  very  much,  Judge.  We  are 
pleased  that  you  are  moving  expeditiously  to  deal  with  the  cases 
that  come  before  you.  I  know  that  you  are  very  conscientious  about 
keeping  the  court's  administrative  costs  down,  which  we  want  to 
commend  you  for. 

There  are  several  questions  that  we  will  submit  for  the  record, 
but  let  me  ask  you  this:  Is  there  a  standard  that  you  keep  an  eye 
on  so  that  decisions  are  promptly  prepared  and  the  course  of  work 
is  not  noticeably  delayed? 

Judge  Nebeker.  There  is  a  standard.  Basically,  it  is  one  that  is 
precatory  from  the  American  Bar  Association  standard  on  appel- 
late court  justice.  And  we  do  look  to  it. 

The  major  delay  that  we  find  in  the  processing  of  the  appellate 
court  cases  is  the  designation  of  the  record  on  appeal.  The  court 
will  have  a  further  statement  with  respect  to  that  at  close  of  busi- 
ness today.  And  I  would  be  very  happy  to  ensure  that  a  copy  of  it  is 
immediately  transmitted  to  you. 

Mr.  Rowland  (presiding).  We  would  appreciate  that,  and  we'll 
make  that  part  of  the  record. 

Judge  Nebeker.  Very  well. 

Mr.  Rowland  (presiding).  Mr.  Stump. 

Mr.  Stump.  Thank  you,  Mr.  Chairman. 

Judge,  let  me  welcome  you  here  this  morning,  along  with  your 
competent  staff.  We  appreciate  your  willingness  to  wait  this  morn- 
ing. 

I  just  have  one  brief  question.  You  touched  on  it,  I  think,  in  your 
opening  remarks.  In  your  budget  submission,  you  discuss  the  Pro 
bono  Representation  Program,  $750,000  for  1994.  Yet,  that's 
$160,000  less  than  last  year.  Is  that  because  of  the  experiences  you 
mentioned  or  is  it  just  the  increase  in  pro  bono  people? 

Judge  Nebeker.  No.  It's  basically  because  the  fixed  costs  of  get- 
ting started  no  longer  have  to  be  experienced. 
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Mr.  Stump.  I  thank  you.  I  commend  you  for  this.  Thank  you  very 
much.  I  have  no  further  questions  now,  but  a  couple  for  the  record, 
if  I  may. 

Mr.  Rowland  (presiding).  We  do  have  some  questions,  as  I  men- 
tioned earlier,  for  the  record.  We  appreciated  very  much  your  pa- 
tience here  this  morning.  And  don't  let  the  shortness  of  the  ques- 
tions here  indicate  that  we  don't  think  we've  got  real  quality  folks 
sitting  there  to  answer  the  questions  that  you  have. 

Judge  Nebeker.  I  appreciate  your  kind  comments. 

Mr.  Rowland  (presiding).  We  appreciate  your  being  here  very 
much  this  morning. 

Judge  Nebeker.  We  hope  that  we  have  commanded  your  support 
in  the  appropriations  process  for  our  budget. 

Mr.  Rowland  (presiding).  Thank  you  very  much.  We  stand  ad- 
journed. 

[Whereupon,  at  11:30  a.m.,  the  committee  was  adjourned.] 
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Prepared  statement  of  Chairman  Montgomery 

The  Committee  will  be  in  order. 

For  the  past  several  years,  AMVETS,  the  Disabled  American  Veterans,  the  Para- 
lyzed Veterans  of  America  and  the  Veterans  of  Foreign  Wars  have  worked  together 
on  what  is  now  commonly  referred  to  as  the  Independent  Budget.  This  document 
has  been  very  helpful  to  the  committee  and  I  commend  the  organizations  for  the 
work  and  expense  involved  in  putting  this  document  together.  What  is  impressive  is 
that  these  veterans'  organizations  are  working  together — they  are  making  decisions 
as  a  group  rather  than  as  individual  organizations.  That  is  good  for  all  veterans  and 
for  the  country  as  well. 

This  morning  we  will  hear  from  representatives  of  these  four  organizations  on 
their  proposed  fiscal  year  1994  budget. 

Following  their  remarks  and  questions  from  Members,  we  will  hear  from  the  Non 
Commissioned  Officers  Association  and  the  Friends  of  VA  Medical  Care  and  Health 
Research. 

The  President  sent  an  economic  stimulus  report  to  the  Congress  in  February,  enti- 
tle, "A  Vision  of  Change  for  America."  The  witnesses  today  were  also  asked  to  com- 
ment on  the  report. 

The  budget  process  this  year  has  been  most  unusual,  to  say  the  least.  The  Presi- 
dent's budget  will  not  be  released  until  the  first  week  in  April.  Yet,  the  Committee 
was  asked  to  submit  its  views  to  the  Budget  Committee  on  March  5  in  order  to  expe- 
dite the  budget  resolution  process.  In  fact,  debate  on  the  resolution  in  the  House 
began  yesterday  and  will  continue  today. 

The  Committee  submitted  a  spending  analysis  to  the  Budget  Committee  on  March 
9.  Copies  of  the  document  were  sent  to  all  the  veterans  organizations  and  military 
associations.  As  stated  in  the  document,  the  budget  for  veterans  programs  and  the 
Department  of  Veterans  Affairs  will  be  examined  with  an  eye  toward  deciding  what 
role  these  programs  play  in  a  deficit  reduction  effort. 

As  I  said  earlier,  this  is  an  unusual  year.  Although  the  procedure  is  a  bit  different 
from  the  past,  we  look  forward  to  hearing  from  each  of  you  today. 
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CONGRESSMAN  J.  ROY  ROWLAND 

VETERANS  AFFAIRS'  COMMITTEE  HEARING 

ON  THE  BUDGET  FOR  DVA 

MARCH  18,  1993 

Good  Morning.  I  am  pleased  that  we  are  having  this  hearing  in  order  to  discuss  the  budget 
for  the  Department  of  Veterans  Affairs.  While  we  do  not  have  specifics  from  the 
Administration  at  this  time,  we  are  all  well  aware  of  the  fact  that  for  years  the  VA  has  been 
asked  to  provide  more  services  and  programs  with  less  overall  funding.  The  budget  process 
will  be  difficult  this  year,  as  in  past  years,  and  I  certainly  appreciate  your  input  on  such  an 
important  issue. 

I  think  that  during  the  budget  process  it  is  critical  to  stress  the  importance  of  certain 
aspects  of  the  veterans'  health  care  system.    Most  importantly,  the  VA  and  its  health  care 
system  must  maintain  their  independence  and  integrity.    They  must  remain  a  system 
designed  for  and  committed  to  the  care  of  veterans.    Furthermore,  the  health  care  system 
must  maintain  a  high  level  of  quality  and  solid  commitment  to  its  education  and  research 
missions.    I  am  particularly  concerned  about  the  funding  for  VA  research  which  has 
suffered  in  recent  years  as  a  result  of  budgetary  constraints. 

As  the  new  Chairman  of  the  Subcommittee  on  Hospitals  and  Health  Care,  I  look  forward  to 
addressing  many  of  the  issues  that  you  have  identified  in  your  testimony  today.    In  addition 
to  resolving  VA's  role  within  national  health  care  reform,  one  of  my  top  priorities  is  to 
address  eligibility  reform.    I  am  hopeful  that  we  are  able  to  reach  a  consensus  on  this  issue 
so  that  we  can  act  quickly.    I  also  share  your  concerns  about  the  VA's  construction 
program,  the  subject  of  the  first  hearing  by  the  Subcommittee  on  Hospitals  and  Health 
Care. 

Again,  I  want  to  thank  you  in  advance  for  your  testimony.    I  realize  that  we  have  a  lot  of 
work  ahead  of  us  and  I  look  forward  to  working  with  you  so  that  we  can  better  respond  to 
the  needs  of  our  nation's  veterans. 
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STATEMENT  OF  CONGRESSMAN  CHRISTOPHER  H.  SMITH 

COMMITTEE  ON  VETERANS*  AFFAIRS 

MARCH  18,  1993 

•INDEPENDENT  BUDGET  FOR  VETERANS  AFFAIRS" 

Mr.  Chairman,  it  gives  me  great  please  to  welcome  our  witnesses  from  the  Disabled 
American  Veterans,  the  Paralyzed  Veterans  of  America,  the  Veterans  of  Foreign  Wars,  and 
AMVETS.  Once  again,  these  veterans  service  organizations  have  performed  a  splendid  job  in 
preparing  the  Fiscal  Year  1993  Independent  Budget.  I  would  also  like  to  recognize  the 
contributions  offered  to  this  morning's  hearing  by  the  Non-Commissioned  Officers  Association 
and  the  Friends  of  VA  Medical  Care  and  Health  Research. 

Thus  far,  Mr.  Chairman,  I  have  been  quite  skeptical  of  the  Clinton  Administration's 
budget  proposals  for  the  Department  of  Veterans  Affairs.  There  are  many  questions  which 
remain  to  be  answered  concerning  where  the  promised  "savings"  will  be  realized.  We  on  this 
Committee  had  similar  reservations  regarding  the  proposals  sent  to  the  Hill  by  previous 
administrations  as  well.  What  concerns  me  most  is  that  America's  veterans  may  see  their 
programs  cut  or  restricted,  while  new  spending  is  applied  elsewhere  in  the  federal  budget.  If 
veterans  —  and  all  others  -  were  to  sacrifice  equally,  the  Clinton  budget  proposals  might  be 
more  palatable. 

The  Independent  Budget  presented  to  the  Committee  offers  an  excellent  baseline  to 
compare  spending  levels.  I  appreciate  the  hard  work  of  these  fine  organizations  and  am  certain 
that  this  document  will  assist  us  in  this  year's  legislative  process. 
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STATEMENT  OF 

RICHARD  F.  SCHULTZ 

ASSISTANT  NATIONAL  LEGISLATIVE  DIRECTOR 

OF  THE 

DISABLED  AMERICAN  VETERANS 

BEFORE  THE 

COMMITTEE  ON  VETERANS  AFFAIRS 

U.S.  HOUSE  OF  REPRESENTATIVES 

MARCH  18,  1993 


MR.  CHAIRMAN  AND  MEMBERS  OF  THE  COMMITTEE: 

On  behalf  of  the  more  than  1.4  million  members  of  the 
Disabled  American  Veterans  (DAV)  and  its  Women's  Auxiliary,  I 
wish  to  thank  you  for  this  opportunity  to  present  DAV's  views  on 
the  Independent  Budget  for  Veterans  Affairs  for  Fiscal  Year  1994 
and  President  Clinton's  comprehensive  plan  for  the  nation  --  "A 
Vision  of  Change  for  America." 

Mr.  Chairman,  this  is  the  seventh  consecutive  year  that 
American  Veterans  of  World  War  II,  Korea  and  Vietnam,  Disabled 
American  Veterans,  Paralyzed  Veterans  of  America  and  Veterans  of 
Foreign  Wars  have  joined  forces  to  formulate  a  needs-based 
budget  for  the  VA.   As  in  prior  Independent  Budget's,  DAV  has 
drafted  the  Benefits  Programs  and  General  Operating  Expense 
(GOE)  portion  of  the  Independent  Budget. 

The  Independent  Budget  Veterans'  Service  Organizations 
(IBVSO)  appreciate  the  recognition  and  praise  our  efforts  have 
received  from  the  Veterans  Affairs  and  Appropriations  Committees 
in  the  past.   We  once  again  submit  the  Independent  Budget  to  the 
Congress  for  its  careful  consideration  of  our  collective 
analysis  of  the  funding  needed  to  provide  adequate  benefits  and 
services  to  our  nation's  veteran  population.   Highlights  of  the 
Independent  Budget  appear  later  in  this  statement. 

Mr.  Chairman,  as  you  are  aware,  President  Clinton's  Fiscal 
Year  1994  budget  for  VA  has  yet  to  be  formally  submitted  to 
Congress.   The  information  we  have  received  thus  far  describes 
cuts  in  mandatory  spending,  projected  savings  in  VA's  major 
construction  program,  savings  due  to  improved  management  of  VA 
hospitals  and  a  cut  of  9,200  employees.   Additionally,  the 
President  has  proposed  spending  $235  million  for  minor 
construction  projects  at  VA  medical  centers  and  national 
cemeteries . 

In  order  to  achieve  a  savings  of  $3.7  billion,  President 
Clinton's  budget  calls  for: 

o    Increasing  service  members  contribution  to  Montgomery  GI 
Bill  Education  Program; 

o    Requiring  veterans  to  pay  a  2.5  percent  fee  and  a  10 

percent  downpayment  for  multiple  use  of  the  VA  Home  Loan 
Guaranty  Benefit; 

o     Paying  insurance  administration  cost  of  VA's  Life  Insurance 
Programs  with  excess  revenues  from  the  those  programs, 
rather  than  from  annual  appropriations; 

o     Increasing  the  housing  loan  fee  from  1.25  percent  to  2 
percent; 

o     Permanently  extending  the  pension-medicaid  nursing  home 
provision  which  places  a  $90  monthly  limit  on  pension 
benefits  paid  to  any  veteran  or  survivor  without  dependents 
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who  receives  medicaid  coverage  in  a  medicaid  approved 
nursing  home; 

o     Making  permanent  VA's  authority  to  access  IRS  tax  data  to 
verify  income  reported  by  pension  and  medical  care 
beneficiaries; 

o     Permanently  extending  the  Medical  Care  Cost  Recovery 
Program; 

o     Permanently  extending  the  $2.00  prescription  copayment;  and 

o     Permanently  extending  the  resale  loss  provision  in  the  VA's 
Home  Loan  Guaranty  Program's  "no  bid"  formula. 

Additionally,  improved  management  of  VA  hospitals  is 
estimated  to  save  $1  billion  over  five  years  while 
reorganization  of  VA's  major  construction  program  is  estimated 
to  save  $282  million  by  Fiscal  Year  1998. 

Mr.  Chairman,  as  expressed  by  DAV  National  Commander, 
Joseph  C.  Zengerle  before  a  joint  session  of  the  House  and 
Senate  Veterans  Affairs  Committees  on  February  23,  1993,  "... 
disabled  veterans  continue  to  be  willing  to  sacrifice  for  their 
country,  just  as  they  did  when  they  served  under  our  flag  in 
uniform."    Commander  Zengerle  went  on  to  say  "...  disabled 
veterans  know  the  meaning  of  the  word  sacrifice.   We  understood 
it  when  we  volunteered  or  answered  our  country's  call  for 
service.   We  are  once  again  prepared  to  answer  that  call." 

Mr.  Chairman,  last  spring  the  Washington  Post  published  a 
revealing  chart,  compiled  by  the  Congressional  Research  Service 
(CRS).   Entitled  "Social  Welfare  Programs,"  it  displayed  federal 
outlays  in  constant  1991  dollars  for  six  major  categories  of 
domestic  spending  over  the  past  26  years.   I  have  attached  a 
copy  of  that  chart  to  my  statement. 

To  us,  the  conclusion  revealed  by  the  chart  is  dramatic. 

During  a  time  when  expenditures  for  other  federal  programs 
were  increasing  at  an  extraordinary  pace,  the  cost  of  veterans' 
benefits  was  held  to  a  virtual  straight  line. 

For  over  a  quarter  of  a  century,  while  meeting  the  needs  of 
aging  veterans  from  World  War  I,  World  War  II  and  Korea,  and  new 
veterans  coming  out  of  Vietnam  --  our  country's  longest  and  most 
costly  war  --  the  Department  of  Veterans  Affairs  (VA)  and  all  of 
its  programs  were  continually  required  to  do  more  with  less. 
Certainly  by  comparison,  federal  expenditures  for  veterans 
cannot  be  viewed  as  anything  but  a  model  of  fiscal  restraint. 

Other  data  drives  this  reality  home.   For  example: 

o  In  1975,  at  the  end  of  the  Vietnam  War,  the  cost  of 
VA  benefits  represented  5  cents  of  each  tax  dollar. 
Today  that  figure  stands  at  2.4  cents. 

o     Of  the  estimated  $939  billion  that  will  be  spent  on 

health  care  in  this  country  in  1993,  the  VA  will  spend 
$14  billion  ...  less  than  1.5  percent  of  the  total. 

o     In  1992,  federal  spending  for  entitlements  totalled 
$717  billion.   The  $16.5  billion  spent  for  VA 
disability  compensation  and  pensions  for  needy 
veterans  represents  2.3  percent  of  that  figure.   And, 
according  to  the  CRS,  spending  for  these  same  benefits 
will  still  be  $16.5  billion  in  1996  due  to  attrition 
by  death. 
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Mr.  Chairman,  in  underscoring  the  fact  that  veterans' 
programs  have  not  fueled  our  deficit  problems,  my  purpose  is  not 
to  introduce  a  basis  for  claiming  "sacred-cow"  status,  even 
though  advocates  for  other  federal  beneficiaries  have  done  so 
with,  in  our  opinion,  far  less  justification.   But  1  do  wish  to 
emphasize  our  view  that  VA  expenditures  are  not  included  among 
those  entitlements  at  the  root  of  the  deficit.   Veterans  of  this 
country,  therefore,  have  every  right  to  expect  that  their 
benefit  programs  shall  be  required  to  assume  a  fair  share  of 
deficit  reduction  that  is  in  direct  proportion  to  the 
contribution  to  deficit  causation  --  but  no  more. 

Further  demonstration  that  VA  entitlements  do  not 
contribute  to  the  deficit's  rate  of  growth  is  embodied  in  our 
offer  that  America's  disabled  veterans  would  gladly  accept  a 
uniform  freeze  of  all  entitlement-program  spending  at  Fiscal 
Year  1993  levels.   Since  the  attrition  rate  affecting  the 
disability  compensation  rolls  far  exceeds  the  number  of  new 
recipients,  the  compensation  program  was  able  to  absorb  the  most 
recent  three  percent  cost-of-living  adjustment  (COLA)  authorized 
without  a  rise  in  overall  program  expenditures.   If  all  other 
programs  could  make  this  same  claim,  our  deficit  dilemma  would 
be  significantly  less.   Despite  this  fact,  and  notwithstanding 
the  special  claim  of  service-connected  entitlements,  the 
veterans  of  this  country  do  not  expect,  much  less  demand,  that 
they  be  exempted  from  deficit-reduction  efforts.   What  they  do 
expect,  and  what  they  have  every  right  to  demand,  is  simply  this: 

If  --  and  this  is  a  big  if  --  exceptions  are  to  be  made, 
then  programs  for  service-connected  disabled  veterans  have  every 
right  to  be  among  them.   However,  if  every  category  of 
entitlement  spending  --  including  Social  Security  benefits  --  is 
to  share  a  portion  of  the  burden,  then  our  nation's  veterans  are 
willing  to  assume  their  fair  share. 

Mr.  Chairman,  as  you  know,  the  House  Budget  Committee  has 
adopted  their  FY  1994  budget  resolution  calling  for  additional 
savings  over  those  proposed  by  the  President.   A  major  element 
of  these  additional  cuts  includes  a  freeze  of  all  discretionary 
spending  over  the  next  five  years. 

Mr.  Chairman,  in  your  letter  of  March  9,  1993,  to 
Representative  Martin  Olav  Sabo,  Chairman  of  the  House  Budget 
Committee,  you  expressed  your  opposition  to  ..."a  current 
services  --  CBO  baseline'  approach  to  spending  for  veterans' 
medical  care,  construction  and  research,  and  for  benefit  claims 
processing  support."   You  also  pointed  out  that  ..."it  is 
essential  that  the  budget  resolution  allow  for  greater  --  than 
--  inflation  increases  in  these  areas,  particularly  if  mandatory 
spending  reductions  are  included  in  the  resolution." 

Mr.  Chairman,  as  you  know,  mandatory  spending  cuts  are 
included  in  the  Budget  Committee's  Fiscal  Year  1994  budget 
resolution  recommendation.   Additionally,  discretionary  spending 
for  VA  is  $700  million  below  the  CBO  baseline.   Further,  the 
Budget  Committee  recommends,  for  Fiscal  Years  1994  through  1998, 
$13  billion  less  in  outlays  for  VA  than  estimated  in  President 
Clinton's  Vision  for  Change. 

Mr.  Chairman,  if  VA's  discretionary  spending  is  frozen  at 
FY  1993  levels  for  the  next  five  years,  VA's  ability  to  deliver 
quality  healthcare  in  a  timely  fashion  will  be  severely 
compromised.   This  spending  freeze,  coupled  with  the  nearly 
7,000  VA  healthcare  employee  cut  mentioned  in  President 
Clinton's  Vision  for  Change  document,  quite  simply,  will  deny 
critically  needed  healthcare  to  tens  of  thousands  of  entitled 
veterans . 
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Likewise,  a  freeze  in  discretionary  spending  will  further 
exacerbate  the  long  delays  in  the  delivery  of  compensation, 
pension,  vocational  rehabilitation  and  other  VA  benefits  to 
America's  veterans  and  their  families.   As  pointed  out  in  the 
Independent  Budget,  without  significant  increase  in  the  number 
of  employees  available  to  adjudicate  veterans'  benefits  claims, 
claims  backlogs  will  increase  beyond  the  already  unacceptable 
levels.   Veterans  who  are  now  required  to  wait  nearly  a  year  for 
a  determination  on  their  compensation  claims  will  wait  even 
longer,  rendering  Congressionally  authorized  benefits 
meaningless  and  causing  even  more  hardships  for  those  who  depend 
on  VA  compensation  payments  to  provide  for  their  basic  daily 
necessities . 

Mr.  Chairman,  we  view  the  Budget  Committee's 
recommendations  as  neither  fair  nor  equitable  or  in  the  best 
interest  of  our  nation's  sick  and  disabled  veterans  and  their 
families.   This  budget  again  singles  out  veterans  to  shoulder  a 
disproportionate  share  of  federal  deficit-reduction. 


HIGHLIGHTS  FROM  THE  INDEPENDENT  BUDGET 

During  the  past  year,  we  have  seen  a  dramatic  increase  in 
the  time  it  takes  to  adjudicate  virtually  all  categories  of 
veterans'  claims.   While  we  acknowledge  that  the  increased  delay 
in  processing  veterans'  claims  results,  in  part,  from  decisions 
of  the  United  States  Court  of  Veterans  Appeals,  we  do  believe, 
however,  VA  reacted  slowly  to  the  increased  demands  the  Court 
placed  upon  it. 

The  cornerstone  of  the  Independent  Budget  funding 
recommendations  is  an  entitlement's  inseparability  from  its 
timely  delivery.   This  principle  should  also  be  the  basis  for  VA 
management's  budgetary  planning.   Now  is  the  time  to  link 
veterans'  entitlements  and  their  timely  and  accurate  delivery. 
With  proper  equipment  and  sufficient  numbers  of  trained 
employees,  VA  management  has  the  talent  and  dedication  to  meet 
reasonable  timeliness  and  accuracy  standards  cost-effectively. 

Our  budget  analysis,  contained  in  the  Independent  Budget, 
performs  two  main  functions: 

(1)  it  assesses  the  level  of  service  provided  to  veterans; 
and 

(2)  it  recommends  authorizing  and  appropriations 
legislation  to  restore  adequate  benefits  and  services 
delivery  to  veterans. 

Our  discussion  will  focus  mainly  on  the  latter. 


VETERANS  BENEFITS  ADMINISTRATION  (VBA) 

Congress  should  authorize  funding  of  VBA's  personnel  costs 
for  Veterans  Services;  Compensation,  Pension  and  Education; 
and  Vocational  Rehabilitation  and  Counseling  through 
transfers  from  mandatory  spending  entitlement  accounts. 

VBA's  budget  should  have  a  line  item  for  training.   For  FY 
1994,  Congress  should  appropriate  $8  million  to  fund  VBA 
wide  training. 

As  VBA's  workforce  becomes  more  skilled  and  productive, 
management  should  re-examine  and  revise  position 
descriptions,  with  a  view  toward  increasing  their  grade 
levels. 
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Information  Resources  Management  (IRM) 

o  We  urge  Congress  to  ensure  that  VBA  moves  forward  with  a 
realistic,  comprehensive  plan  to  provide  much  needed  ADP 
improvements  for  VBA; 

o     We  urge  VA  to  give  VBA  both  the  authority  and 

responsibility  for  all  ADP  systems  activities  that  relate 
to  program  delivery,  including  equipment  acquisition. 

Veterans  Services  (VS) 

o     The  IBVSO's  recommend  2,440  FTEEs,  so  that  VS  may  begin  to 
satisfy  reasonable  service  levels. 

o     We  also  recommend  that  VS  update  its  telephone  equipment. 

Vocational  Rehabilitation  and  Counseling  (VR&C) 

o     Add  568  employees  to  VR&C  because,  from  a  purely  economic 

standpoint,  it  is  sound  public  policy  and  cost-effective  to 
return  disabled  veterans  to  meaningful  employment  as  soon 
as  practicable  following  an  injury  or  onset  of  a  disease. 

Insurance  and  Indemnities 

o     It  is  estimated  that  an  employee  level  of  515  will  be 
required  during  FY  1994  to  support  VA's  insurance 
activities. 

Compensation,  Pension  and  Education  (CP&E) 

o     Without  the  necessary  equipment,  training,  and  employees  to 
adjudicate  veterans'  claims,  little  progress  can  be  made  to 
reduce  the  overwhelming  backlog  of  claims;  therefore,  we 
recommend  an  increase  in  CP&E  employment  level  to  4,700. 

Loan  Guaranty 

o    Rarely  do  the  goals  of  deficit  reduction,  program  integrity 
and  efficiency,  and  good  service  to  veterans  coincide  so 
exactly,  as  they  do  in  improving  loan  servicing. 

Accordingly,  an  additional  50  employees  specifically  for 
loan  servicing  activities  makes  fiscal  sense. 

o     Increase  the  loan  guaranty  employee  level  to  2,180. 

Support  Services 

o     VBA  Support  Services  needs  3,214  employees. 

GENERAL  ADMINISTRATION 

Board  of  Veterans'  Appeals  (BVA) 

o     Based  on  current  staffing  levels,  it  is  projected  that 

BVA's  response  time  would  be  more  than  550  days  at  the  end 
of  FY  1994  --  which  is  totally  unacceptable;  therefore,  BVA 
should  have  632  FTEEs  for  FY  1994. 

o     An  appropriation  of  $200,000  should  support  BVA's  FY  1994 
training  activities. 

o  Congress  should  increase  board  members'  salaries  so  that 
they  have  pay  equity  with  administrative  law  judges. 

General  Counsel 
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o     Increase  employee  level  to  772  for  FY  1994. 

Office  of  the  Inspector  General 

o     For  FY  1994,  employee  level  should  be  increased  to  536. 

NATIONAL  CEMETERY  SYSTEM  (NCS) 


o    Appropriate  $80  million  to  move  toward  meeting  the  burial 
needs  of  American  veterans  and  their  families. 

o     Support  all  costs  associated  with  providing  entitlements  to 
burial  with  mandatory  spending. 

o     Fund  55  additional  FTEEs. 

MEDICAL  CARE 

As  previously  mentioned,  Mr.  Chairman,  the  Administration's 
budget  proposal  will  propose  the  following  initiatives 
pertaining  to  VA  health  care: 

o     Permanently  extend  VA's  authority  to  recover  the  cost  of 
medical  care  furnished  service-connected  veterans  for  the 
treatment  of  nonservice-connected  conditions; 

o     Permanently  extend  VA's  authority  to  collect  a  $2.00 

copayment  for  each  30-day  supply  of  medication  furnished 
certain  veterans; 

o     Promote  more  efficient  management  of  VA  hospitals. 

Mr.  Chairman,  we  continue  to  voice  our  opposition  to 
proposals  extending  certain  expiring  savings  provisions  simply 
to  aid  in  deficit-reduction  measures  while  simultaneously 
adversely  impacting  on  disabled  veterans  and  producing  no  direct 
positive  effect  on  the  health  care  delivery  system. 

Certainly,  we  could  be  supportive  of  these  proposals  should 
language  be  added  permitting  VA  to  retain  monies  collected  for 
the  sole  purpose  of  infusing  them  back  into  the  provision  of 
direct  health  care  services  to  veterans. 

Without  more  specific  information  concerning  the  proposal 
of  improved  hospital  management  we  cfannot  conceive  of  how  this 
would  occur  without  further  adverse  effects  on  disabled  veterans 
seeking  VA  health  care  services. 

From  what  we  are  able  to  see,  the  $1  billion  in  savings 
would  be  achieved,  at  least  in  part,  from: 

o     Averting  inappropriate  or  unnecessary  hospital  admissions; 

o     Curtailing  length  of  stays;  and 

o     Allocating  resources  to  medical  facilitie3  using  a 

"prospective  payment  system"  similar  to  that  used  by 
Medicare . 

Mr.  Chairman,  I  believe  it  goes  without  saying  that  these 
goals  are  ones  that  we  would  all  not  only  welcome  but  have  also 
been  working  towards,  albeit  from  different  starting  points. 

To  call  for  immediate  implementation  of  such  proposals  is 
to  call  for  great  harm  to  be  done  to  the  system.   Without  first 
addressing  the  issue  of  entitlement  reform  of  the  entire  VA 
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health  care  delivery  system,  any  further  "patch  work"  attempts 
will,  in  our  view,  fail. 

Mr.  Chairman,  much  has  been  said  about  eligibility  reform. 
Everyone  acknowledges  the  system  requires  fixing  and  a  unique 
effort  has  been  made  by  all  interested  parties  toward  that  end. 
This  Committee,  as  well  as  your  Senate  counterpart,  together 
with  the  VA  and  the  Veterans'  Service  Organizations  (VSOs)  share 
the  vision  of  a  reformed  VA  health  care  delivery  system  and  are 
working  hard  to  make  it  a  reality. 

A  general  consensus  has  been  achieved  among  the  major 
VSOs.   An  unprecedented,  cooperative  effort  has  been  reached  on 
critical  elements  that  we  believe  are  essential  to  VA  health 
care  reform. 

In  general,  these  critical  elements  are: 

o     Access  to  care,  envisioning  a  core-entitled  group 
consisting  of  all  service-connected  disabled  and 
low-income  veterans,  and  a  general  eligibility  group 
consisting  of  all  other  veterans; 

o     Scope  of  care,  envisioning  the  provision  of  services 

provided  to  each  group  with  a  heavy  emphasis  on  a  full 
continuum  and  new  modalities  of  care;  and 

o     Funding  of  care,  envisioning  Congressional 

appropriations  for  the  core  group  and  other  federal 
and  nonfederal  reimbursements  such  as  Medicare, 
CHAMPUS,  private  insurance  and  VA  buy-in  benefits  for 
those  outside  the  core  group. 

Mr.  Chairman,  it  remains  our  belief  such  reform  must  occur 
and  the  trend  of  patch  work  efforts  to  address  an  already 
fragmented  system  cannot  be  successful. 

Although  our  colleagues  and  partners  will  address,  in 
specific  detail,  the  medical  programs  section  of  the  Independent 
Budget  the  following  represents  the  strategy  we  believe 
essential  for  a  system-wide  "fix"  of  the  Veterans'  Health 
Administration: 

o  Ensure  adequate  appropriations; 

o  Entitlement  reform; 

o  Expand  outpatient  capacity; 

o  Expand  long-term  care  programs; 

o  Expand  sharing  agreements; 

o  Concentrate  resources  and  programs; 

o  Improve  planning  systems; 

o  Improve  information  resources  management; 

o  Maintain  emphasis  on  quality; 

o  Strengthen  teaching  affiliations;  and 

o  Develop  human  resources. 

In  order  to  adequately  fund  VA ' s  medical  programs  and  help 
to  ensure  VHA's  systematic  long-term  recovery  process,  the  IB 
recommends  an  FY  1994  appropriation  of  $18.6  billion. 
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CONSTRUCTION 

Mr.  Chairman,  the  VA's  construction  program  continues  to  be 
a  controversial  entity  as  concerns  the  process  utilized  by  VA  in 
not  only  developing  a  strategic  planning  process  for  the 
Department's  construction  needs  but  also  for  completing  actual 
construction  projects  in  a  timely  and  cost  effective  manner. 

The  vast  majority  of  VA's  construction  needs  and  budget  is 
directed  to  the  medical  care  program.   VA  is  in  dire  need  of 
developing  a  rational  process  that  is  acceptable  and  accurately 
assesses  current  and  future  construction  requirements  through  an 
efficient  facility  planning,  design  and  construction  process. 

The  IB  outlines  a  specific  strategy  that  addresses  what 
many  view  as  a  flawed  but  salvageable  construction  program. 
Also,  viable  alternatives  need  to  be  explored  in  the  short-term 
to  help  meet  VA's  pressing  needs.   These  include  leasing 
facilities  and  utilizing  enhanced  use  authority. 

The  IB  recommended  $1.3  billion  construction  appropriation 
request  consists  of: 

o  $788.7  million  major  construction; 

o  $279.2  million  minor  construction; 

o  $200.0  million  grants  to  state  facilities; 

o  $20  million  parking  garage  revolving  fund,  and 

o  $4.4  million  grants  to  state  cemeteries. 

Mr.  Chairman,  this  concludes  my  statement.   I  would  be 
pleased  to  answer  any  questions  you  may  have. 
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SOCIAL  WELFARE  PROGRAMS 

FEDERAL  OUTLAYS  IN  BILLIONS  OF  CONSTANT  1991  DOLLARS 


The  programs  created  in  the  broadly  defined  Great  Society  era,  spanning  the  presidency  of 
Lyndon  B.  Johnson  and  the  early  White  House  yean  of  Richard  M.  Nixon,  represented  the 
greatest  expansion  of  welfare  and  social  services  since  the  1935  Social  Security  Act 

Act.  Its  expansion  was  not  radically  Broadened  by  federal 
legislation. 

The  Johnson  era  also  saw  the  exoanuon  of  trie  oiiot  tood 
sumo  program  (1964)  into  a  general  Benefit  program,  it 
was  enlarged  substantially  dunng  the  Nixon  presidency 
Other  Johnson  initiatives  included  a  1965  housing  program 
that  provided  rem  supplements  for  the  poor  and  two  1965 
education  programs:  aid  to  elementary  and  secondary 
schools  targeted  at  improving  instruction  for  disadvantaged 
children,  now  called  Chapter  1:  and  the  Higher  Education 
Act.  whicn  provided  federal  scholarships  for  needy  children 
and  authorized  low-interast  guaranteed  loans  for 
middle-income  college  students. 

Fiscally,  the  most  significant  social  welfare  expansion 
involved  Social  Security  and  the  creation  of  Medicare  and 
Medicaid  in  1965.  There  were  seven  Social  Security  raises 
between  1965  and  1975,  plus  the  addition  of  an  automatic 
cost-of-living  feature  in  1972.  Of  the  $639  billion  in  total 
social  warfare  spending  shown  below  for  1991.  Medicare 
for  the  elderly  accounts  for  $104  4  billion,  federal  Medicaid 
outlays  for  the  poor  most  of  which  are  matched  by  the 
states  )  total  $52.5  billion  and  Social  Security  as  a  whole  is 
$269  biiUon. 

In  a  broad  sense,  some  of  the  social  welfare  expansions 
now  attributed  to  the  Great  Society  occurred  dunng  the 
Nixon  administration  starting  in  1969.  These  include  the 
1972  authorizations  of  automatic  cost-of-living  increases  in 
Social  Security  and  the  Supplemental  Security  income 
program  for  the  needy  aged.  Mind  and  disabled,  a  maior 
expansion  of  food  stamps,  and  pen  age  of  the 
Comprehensive  Employment  and  Training  Act  in  1973. 


One  of  the  first  maior  Great  Society  bills  was  the 
Economic  Opportunity  Act  of  1964.  the  cornerstone  ot 
Johnson's  so-called  War  on  Poverty.  The  act  had  10 
maior  components.  Among  them,  it  authorized  creation 
of  the  Job  Corps  to  help  train  young  people  for  work  m 
both  rural  and  urban  training  centers:  work-study 
programs  tor  students  from  low-income  families;  VISTA 
(volunteers  in  Service  to  America,  a  sort  of  domestic 
Peace  Corps):  additional  work  training  programs:  and 
the  community  action  program,  which  funded 
community  organizations  and  nonprofit  groups'  local 
development  programs. 

Total  spending  on  these  initial  War  on  Poverty 
programs  was  not  very  great — about  $1  billion  was 
authorized  the  first  year.  Funding  for  these  programs  was 
then  dwarfed  by  funding  for  housing,  medical  and  Social 
Security  programs  that  usually  are  considered  part  of  the 
Great  Society  legacy. 

ironically,  the  program  often  most  sharply  criticized  as 
harming  the  poor  by  discouraging  them  from 
working— welfare  for  low-income  families  with  children 
(Aid  to  Families  with  Dependent  Children)— was  created 
in  the  1935  Social  Security 
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STATEMENT  OF 

RUSSELL  W.  MANK,  NATIONAL  LEGISLATIVE  DIRECTOR 

PARALYZED  VETERANS  OF  AMERICA 

BEFORE  THE 

HOUSE  COMMITTEE  ON  VETERANS'  AFFAIRS 

CONCERNING  THE 

THE  Independent   Budget   FOR  VETERANS  AFFAIRS 

AND  A   Vision   for  Change   in  America 

FOR  FISCAL  YEAR  1994 

March  18,  1993 

Mr.  Chairman  and  Members  of  the  Committee,  on  behalf  of  the  members 
of  the  Paralyzed  Veterans  of  America  (PVA)  I  thank  you  for  your 
attention  today  as  we  address  the  fiscal  needs  of  the  Department  of 
Veterans  Affairs  programs  for  FY  1994.   Before  I  begin  with  our 
statement  let  me  take  a  moment  to  acknowledge  a  specific  piece  of 
legislation  you  and  the  committee  initiated.   The  recent  enactment 
of   The  Veterans   Health   Care  Act   of   1992   (PL   102-585)   was 
tremendously  beneficial  to  veterans  and  VA  programs.    We  were 
particularly  pleased  with  you  and  the  committee's  leadership  in 
orchestrating   the   enactment   of   the   Pharmaceutical   Pricing 
Agreements  component  of  the  bill  in  the  House.   This  component  of 
the  bill  alone  will  save  the  VA  at  least  $90  million.    Other 
sections  within  the  bill  answered  chronic  problems  in  nursing 
retention  and  recruitment;   recognized  some  shortcomings  in  women 
veterans'  health  programs;   gave  permanent  authority  to  the  state 
homes  receiving  federal  grants;  established  monitoring  systems  for 
the  health  status  of  Persian  Gulf  War  veterans;   and,  emphasized 
preventive  health  care  services  in  VA.   Mr.  Chairman,  PVA  and  the 
Independent   Budget   have  supported  these  initiatives,  some  for  many 
years,  and  we  thank  you  for  your  sage  guidance  in  rendering  the 
passage  of  this  and  other  vital  legislation.   We  look  forward  to 
working  together  with  you  in  this  Congress  to  continue  to  promote 
a  constructive  agenda  for  veterans . 

PVA  is   responsible  for  the  Medical   Programs  section  of  the 
Independent  Budget.      Let  me  preface  my  comments  by  stating  that  we 
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recognize  the  tremendous  pressure  the  nation's  policymakers  now 
face  in  reducing  the  deficit.  We  also  well  understand  the  theme  of 
sacrifice  that  the  Administration  has  intrinsically  intertwined  in 
its  communications  about  program  spending,  but  as  you  and  the 
committee  know,  Mr.  Chairman,  the  VA  medical  care  system  is  at  a 
crossroads.  Our  assessment  is  a  documentation  of  chronic  budget 
shortfalls  which  have  already  eroded  the  VA  medical  system,  causing 
harm  to  the  VA  system  and  its  veteran  users.  The  Independent 
Budget  is  an  objective  assessment  of  need  which  follows  from  a 
methodology  we  set  in  place  seven  years  ago.  We  are  loath  to 
abandon  it  at  a  time  when  the  very  survival  of  the  system  may  hinge 
on  the  adequacy  of  the  next  year's  funding.  As  national  health 
care  reform  unfolds,  it  is  incumbent  that  a  healthy  VA  medical  care 
system  be  in  place.  PVA's  Strategy  2000  identified  one  key  factor 
which  would  certainly  lead  to  a  "worst-case"  scenario  for  VA 
medical  programs  in  a  reformed  national  health  care  system  = 
continued  inadequate  funding. 

MEDICAL  CARE 

This  year's  Independent  Budget  recommends  an  FY  1994  current 
services  level  of  $17.1  billion  for  medical  care.  We  define 
"current  services"  for  Medical  Care  as,  simply,  the  level  of 
funding  needed  to  support  in  FY  1994  the  same  workload  that  existed 
in  FY  1988  with  the  program  enhancements  that  have  occurred  in 
medical  care  programs  since  that  time.  Our  estimates  and 
projections  confirm  that  VA  has  not  received  sufficient  funding  to 
support  an  FY  1988  workload  from  FY  1989  forward.  They  also  show 
that  funding  has  been  chronically  short  for  initiatives  the 
Independent  Budget  has  designated  as  critical  for  the  last  six 
years .  In  addition  to  funding  to  provide  an  adequate  current 
services  level,  for  FY  1994,  we  recommend  another  billion-dollars 
to  fund  these  initiatives  such  as  equipment  and  repairs  to  reduce 
purchase  backlogs,  to  provide  for  workload  expansions  in  programs 
with  great  demand,  such  as  ambulatory  care  and  long  term  care, 
geriatric  and  psycho-social  programs,  education  and  training 
programs,  full  implementation  of  the  pharmaceutical  unit  dose 
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program  throughout  the  system,  and  automated  data  processing  needs. 
These  are  not  frivolous  demands .  They  are  part  of  a  recovery 
scheme  VA  must  undertake  to  protect  the  system  from  irreparable 
harm. 

Without  adequate  appropriations,  VA  will  not  be  able  to  fund  its 
equipment  or  repair  needs,  which  have  increased  exponentially  over 
the  last  few  years.  A  quality  medical  facility  depends  on  state- 
of-the-art  equipment  and  a  solid  physical  plant.  Lack  of 
investment  in  VA's  infrastructure  counteracts  the  good  work  staff 
invest  into  the  system  everyday.  It  compromises  accreditation  as 
a  state-of-the-art  quality  care  provider,  affiliations  with  other 
providers,  including  medical  schools,  and  recruitment  and  retention 
of  valued  clinical  personnel.  We  appreciate  that  the  President's 
economic  stimulus  package  will  fund  some  non-recurring  maintenance 
and  repair  projects,  but  more  needs  to  be  done.  The  same  type  of 
relief  should  be  available  for  the  growing  equipment  backlog  and, 
eventually,  the  rest  of  the  repair  projects  accruing  throughout  the 
system. 

Inadequate  budgets  translate  into  diminished  ability  to  maintain 
workloads.  VA  workloads,  particularly  in  community  settings,  have 
dropped  dramatically  since  FY  1988,  our  baseline  year  for  current 
services.  Indeed,  workload  in  almost  every  VA  or  VA-sponsored 
setting  has  been  severely  curtailed.  Domiciliary  care  is  the  only 
inpatient  setting  which  recognized  any  growth,  probably  because  of 
the  growing  epidemic  of  homelessness  and  the  aging  of  the  veteran 
population.  VA  was  able  to  support  a  few  more  outpatient  visits- 
but  nothing  like  what  they  might  be  expected  to  treat  if  outpatient 
visits  were  actually  substituting  for  inpatient  days  of  care  as  has 
been  claimed. 

These  workloads  are  dropping  off  despite  the  fact  that  veterans  are 
aging  into  cohorts  that  use  all  types  of  care  at  greater  rates  than 
younger  populations.  As  of  the  end  of  FY  1991,  the  greatest  number 
of  veterans  in  any  age  cohort  were  World  War  II  veterans  65  to  74 
years  old,  who  number  approximately  6  million.  They  will  be 
closely  followed  by  Korean  Conflict  veterans.   These  aging  trends 
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will  cause  VA  medical  care  utilization  to  increase,  at  least  in  the 
short-run . 

The  economic  stimulus  package  specifies  that  9,000  full-time 
employees  will  fall  off  VA's  payroll  over  the  next  five  fiscal 
years.  Seven-thousand  of  these  employees  would  come  from  medical 
care.  Mr.  Chairman,  this  cannot  stand.  Inadequate  staffing  can 
only  serve  to  intensify  the  severe  problems  VA  is  now  experiencing 
in  attempting  to  meet  the  health  care  needs  of  veterans.  VA  users 
are  already  overexposed  to  rationing  as  the  workload  drop-off  and 
extensive  queuing  for  needed  services  that  was  documented  in  our 
annual  telephone  survey.  The  number  of  VA  staff  assigned  to  each 
patient  is  much  lower  than  the  number  assigned  in  comparable 
private  settings.  VA  does  not  have  the  staff  to  meet  preventive 
care  needs  or  to  fully  implement  effective  case  management 
programs=both  found  to  be  cost-effective  in  care-delivery.  The 
Independent  Budget  has  long  recommended  additional  FTEE  for  a 
number  of  programs  which  are  vital  to  VA's  maintenance  of  a  viable 
health  care  system.  A  reduction  in  the  number  of  medical  care 
employees  will  harm  a  system  already  in  crisis. 

A  STRATEGY  FOR  VETERANS  HEALTH  ADMINISTRATION  SYSTEM-WIDE 
RECOVERY 

VA  must  adopt  a  strategy  that  will  allow  its  health  care  system  to 

recover  and  adapt  to  the  trends  and  needs  of  a  reformed  national 

health  care  system.    The  Independent     Budget     outlines  such  a 

strategy  which  I  briefly  shall  address. 

First,  we  suggest  that  Congress  designate  the  VA  medical  care 
account  as  mandatory  spending.  The  action  is  particularly  needed 
in  light  of  pending  entitlement  reform  which  will  ensure  access  to 
a  core  beneficiary  population.  The  VA  medical  care  system's 
percentage  growth  in  outlays  since  FY  1985  has  been  below  the 
average  of  other  federal  health  programs .  The  comparison  to  other 
federal  health  care  programs  was  no  better  between  FY  1992  and  1993 
despite  the  renowned  billion-dollar  increases  in  both  those  years 
from  President  Bush.  As  you  know,  Mr.  Chairman,  the  growth  in 
mandatory  programs'   spending  (like  Medicaid  and  Medicare)  has 
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greatly  exceeded  the  growth  in  discretionary  programs'  spending. 
It  is  because  VA  is  not  funded  through  a  mandatory  spending  account 
that  its  spending  growth  has  been  below  average  for  federal  health 
care  programs.  VA,  like  Medicaid  and  Medicare,  must  treat  its 
veterans  who  are  entitled  to  care.  If  VA  experiences  a  higher 
demand  for  care  from  its  beneficiaries,  however,  Congress  is  not 
obligated  to  increase  spending  as  they  are  with  entitlement 
programs.  There  is  no  adjustment  to  their  funding  for  workload 
severity  or  intensity  which  becomes  problematic  as  veterans  age 
into  high-use  groups. 

Besides  designating  the  Veterans  Health  Administration  as  mandatory 
spending  for  veterans  entitled  to  health  care  benefits,  the 
appropriations  committees  might  also  consider  transferring  funds 
from  the  Department  of  Defense  for  contingency  preparedness  and 
from  the  Veterans  Benefits  Administration  to  fund  compensation  and 
pension  examinations . 

Second,  VA  must  receive  adequate  funding  to  compensate  for  the 
difference  in  OMB-estimated  and  "real"  inflation  rates.  Although 
the  Budget  Enforcement  Act  allows  entitlement  programs'  funding  to 
grow  at  the  inflation  rate,  it  allows  no  such  provision  for 
discretionary  programs.  VA  is  not  immune  to  inflation  or  cost- 
shifting  which  impacts  private-sector  providers  and  merchants,  as 
the  side-effects  of  the  Pryor  amendment  demonstrated.  VA  was  short 
$46  million  for  its  pharmaceutical  drugs  because  of  pharmaceutical 
manufacturer's  cost-shifting  in  FY  1992.  Medical  care  inflation 
has  eroded  VA's  purchasing  power  since  1980,  resulting  in  a  "flat- 
line"  appropriation  in  each  year.  VA  must  use  these  deflated  funds 
to  support  a  broader  mission  and  a  wider  variety  of  programs.  If 
VA  medical  care  cannot  be  designated  as  a  mandatory  spending 
account,  the  difference  between  estimated  and  "real"  inflation 
should  be  recompensed  with  a  supplemental  appropriation  or  in  the 
next  year's  appropriation. 

Third,  entitlement  reform  in  the  VA  medical  system  is  essential  to 
any  meaningful  strategy  for  system  recovery.  Entitlement  reform  is 
the  most  critical  legislative  item  on  the  Independent  Budget   agenda 
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this  year.  It  is  critical  to  reform  entitlement  so  that  all 
mandatory  veterans  can  receive  the  full  continuum  of  VA  health  care 
services.  Without  this  type  of  reform  VA  will  remain  unable  to 
deliver  the  most  cost  effective  and  efficient  care  to  veterans. 
How  the  entitlement  to  VA  medical  care  is  reformed  and  what 
services  are  available  to  veterans  will  be  a  major  factor  in  how 
veterans  perceive  their  system  and  whether  they  choose  to  remain 
after  the  nation's  system  is  overhauled.  With  veterans  having 
financial  access  to  health  care  providers  closer  to  home  in  a 
reformed  health  care  system,  VA  will  already  have  the  "deck 
stacked"  against  it.  The  current  morass  of  entitlement  and 
eligibility  criteria  will  almost  certainly  lead  to  a  veterans' 
decision  to  leave  the  system. 

VA's  practice  style  is  overly  reliant  on  inpatient  modalities  of 
care  because  of  onerous  entitlement  legislation.  Many  veterans' 
entitlement  is  limited  to  only  inpatient  care.  This  restriction 
gives  VA  care  providers  two  options:  wait  until  their  patients' 
conditions  worsen  or  "skirt"  the  rules.  Many  compassionate 
providers  routinely  check  their  patients  into  the  hospital  for 
annual  examinations,  for  dental  procedures,  to  monitor  hypertension 
or  for  other  procedures  more  cost-effectively  dealt  with  on  an 
outpatient  basis.  Patients  of  more  bureaucratically-correct 
providers  must  suffer. 

Fourth,  policymakers  must  recognize  VA's  role  in  comprehensive 
national  health  care  delivery.  Many  VA  users  have  specialized  care 
needs  including  spinal  cord  injury  rehabilitation  and  sustaining 
care,  blind  rehabilitation,  prostheses,  treatment  for  post- 
traumatic stress  disorder  and  other  psycho-social  disorders,  and 
other  problems.  Congress  must  give  VA's  specialized  programs 
oversight  and  funding  priority.  VA's  specialized  programs  are 
among  the  best,  and  sometimes  only,  care  providers  of  their  kind  in 
the  nation.  They  demand  adequate  financial  support  and  veterans 
should  have  guaranteed  access  to  them. 

In  order  for  us  to  change  entitlement  policy  and  make  effective 
decisions  regarding  VA's  role  in  national  health  care,  veterans' 
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advocates  must  take  the  lead  in  changing  stereotypes.  Many  outside 
the  VA,  including  some  of  our  nation's  policymakers  question  the 
non-service-  connected  veteran's  eligibility  for  health  care 
services.  In  Paul  Starr's  The  Social  Transformation  of  American 
Medicine  the  VA  user  population  is  characterized  as  a  "large  group 
of  working-class,  pre-dominantly  white  males".  Many  in  the  non- 
veteran  community  accept  this  post-World  War  II  era  description  as 
true  for  today.  In  fact,  VA  health  care  users  are  not  a 
"mainstream"  population.  Besides  treating  a  service-connected 
population  with  disorders  unique  to  military  service,  the  non- 
service-connected  have  unique  characteristics  which  make  them 
difficult  to  treat  in  a  mainstream  health  care  system.  VA  users 
are,  in  general,  older,  poorer,  more  likely  to  be  members  of 
minority  groups,  and  less  likely  to  have  intact  family  structures 
than  other  veterans  or  the  rest  of  the  population.  VA  health  care 
services  keep  many  of  these  veterans  from  using  Medicaid  and 
Medicare  benefits.  It  gives  others,  like  the  homeless  and 
substance-abusers ,  opportunities  to  become  productive  citizens.  It 
is  a  humane  repository  for  those  with  mental  illness.  It  is  time 
for  veterans  advocates  to  explain  the  benefits  VA  provides  the 
nation,  not  just  justify  its  costs  for  veterans. 

Fifth,  VA  must  have  appropriate  resources  to  fully  implement  an 
integrated  managed  care  system.  Entitlement  reform  and  adequate 
appropriations  will  allow  VA  to  use  managed  care  more  effectively. 
VA  is  one  of  the  largest  systems  in  the  US.  It  operates  with  a 
"global  budget"  and  is  at  the  government's  disposal  to  use  as  a 
laboratory  for  effective  managed  care  delivery.  We  believe  that 
this  type  of  experimentation  would  be  as  beneficial  to  the  nation 
as  it  would  to  VA  users.  With  an  effective  resource  allocation 
plan  and  an  adequate  budget,  VA  could  serve  as  a  model  of 
efficiency  in  the  effort  to  implement  a  reformed  national  health 
care  system  which  emphasizes  managed  care.  It  is  an  exciting 
opportunity  for  finding  enormous  cost  savings  through  identifying 
effective  means  of  delivering  patient  care.  VA  has  had  some 
positive  experience  with  managed  care  already,  but  efforts  to 
promote  the  concept  have  remained  fettered  because  care  providers 
are  impeded  from  providing  the  most  appropriate  care  to  patients . 


Sixth,  VA  must  expand  capacity  in  its  high-demand  programs.  To 
meet  the  needs  of  the  elderly  population  now  using  VA  facilities, 
VA  must  expand  the  types  of  long-term  care  options  available  to 
veterans  and  increase  the  access  to  these  long-term  care 
alternatives .  Congress  should  include  long-term  care  in  an 
entitlement  reform  package.  The  VA  medical  care  system  is  ideally 
poised  to  serve  as  a  model  for  the  delivery  of  long-term  care  for 
our  older  citizens.  VA  users  are  significantly  older  than  the 
general  population.  VA  should  be  used  as  a  "test-bed"  for 
evaluating  the  cost  and  patient  satisfaction  of  various  forms  of 
non-institutional  care  efforts.  Community-based  (non- 
institutional)  settings  often  offer  less  costly  and  more 
satisfactory  long-term  care  settings  and  yet  the  resources  are  not 
currently  available  to  provide  as  much  of  this  type  of  care  as  the 
veteran  population  needs.  The  aged  veteran  will  also  need  more 
nursing  home  care  than  the  system  can  currently  accommodate.  VA 
must  quickly  find  avenues  to  delivering  long-term  care.  To  answer 
some  of  the  system's  needs  for  increased  capacity  VA  should  exploit 
other  programs '  resources  through  enhanced  sharing  arrangements . 

Seventh,  VA  must  judiciously  restructure  its  resources  to  provide 
veterans  with  the  most  cost-effective,  high-quality  care.  The 
restructuring  effort  must  rely  on  improved  planning  systems  and 
information  resources  management  systems.  Entitlement  reform  will 
enable  VA  to  enumerate  its  veteran  population  and  understand  its 
use  of  the  VA  medical  system.  This  will  allow  VA  to  more 
adequately  demonstrate  its  need  for  funding  and  to  more  logically 
plan  its  system's  resource  allocation. 

PVA  is  disturbed  by  the  Administration's  proposal  to  distribute 
resources  based  on  Medicare's  prospective  payment  system.  Although 
the  Administration  does  not  elaborate  on  its  proposal,  we  assume 
that  their  system  would  apply  diagnostic-related  groups  ( DRGs )  to 
VA  care.  This  proposal  reflects  an  ignorance  of  VA's  failed 
experience  with  that  system  which  culminated  in  the  repeal  of  the 
Resource  Allocation  Methodology  (RAM).  In  the  clamor  for  scarce 
dollars,  VA  medical  facilities'  directors  tended  to  act  in  their 
facility's  best  interest  rather  than  looking  out  for  the  system  as 
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a  whole.   To  ensure  an  adequate  allocation  for  their  facility, 
hospital  directors  would  "game"  the  system  which  led  to 
inappropriate  patient  channeling  and  induced  demand.  Directors  who 
did  not  join  in  these  practices  got  less  for  their  facilities. 

DRGs  are  not  always  applicable  to  treatments  VA  offers  such  as, 
post-traumatic  stress  disorder  treatment,  sustaining  care  for 
spinal  cord  injury,  long-term  psychiatric  care,  and  other  types  of 
specialized  care.  These  types  of  care  fill  a  necessary  void  in  the 
health  care  delivered  to  other  federal  health  program 
beneficiaries . 

A  fatal  flaw  in  the  design  of  RAM  was  the  lack  of  an  external 
review  board  which  could  have  monitored  facilities'  records  and 
tracked  patient  channeling.  Had  VA  been  subject  to  the  rigorous 
utilization  review  practices  to  which  Medicare  providers  are 
subjected,  RAM  may  have  been  somewhat  more  equitable. 

Medicare  administrative  regions,  like  the  state  of  New  Jersey,  are 
now  walking  away  from  the  prospective  payment  system  and  moving 
toward  a  capitated  payment  structure.  Trends  toward  capitated 
budgeting  are  surfacing  across  the  nation  and  in  national  health 
care  reform  legislation.  It  seems,  at  the  very  least,  paradoxical 
for  the  Administration  to  recommend  that  VA  revert  to  a  prospective 
payment  methodology,  particularly  given  VA's  past  history  with  it. 
Arbitrary  productivity  "savings"  have  surfaced  in  a  number  of  forms 
over  the  past  few  years.  We,  at  PVA,  believe  that  the  savings  from 
implementing  a  prospective  payment  system  classify  as  another  of 
these  artificial  means  of  identifying  supposed  savings. 

Eighth,  VA  must  highlight  its  missions  of  medical  education  and 
research.  VA  must  maintain  its  quest  for  the  provision  of  high- 
quality  health  care  services  for  all  veterans.  Strong  teaching 
affiliations  and  the  maintenance  of  a  vigorous  medical  and 
prosthetic  research  program  will  facilitate  that  continued  quest 
for  excellence. 
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MEDICAL  AND  PROSTHETICS  RESEARCH 

Medical  and  Prosthetics  Research  appropriations  have  funded  great 
advances  in  medicine,  not  just  for  veterans,  but  for  the  nation. 
Their  contributions  include  development  of  the  cardiac  pacemaker, 
the  first  liver  transplant,  and  the  "smart"  wheelchair.  Nobel 
Prizes  have  been  awarded  to  VA  staff  for  the  development  of  radio- 
immune  assay  techniques  and  the  discovery  of  peptides  manufactured 
in  the  hypophysis  that  control  body  functions. 

Unfortunately,  VA  appropriations  in  constant  dollars  for  this 
account  have  plummeted  since  FY  1984.  In  times  of  fiscal 
austerity,  research  is  always  the  first  item  on  the  chopping  block. 
The  immediate  need  for  dollars  perpetuates  a  cycle  of  forfeiting 
research  opportunities  and  advancements  in  medical  technology  which 
could  serve  the  system  well  in  the  future.  The  Administration  has 
professed   a   commitment   to   investing   in   the   infrastructure. 

Certainly  in  a  technology-based  society,  like  the  United  States, 
the  investment  in  research  and  science,  in  VA  and  elsewhere,  is  no 
less  important  than  the  investment  in  other  domestic  concerns.  The 
effects  of  losing  skilled  white-collar  workers  whose  efforts  bring 
about  technological  advances  will  ultimately  cost  this  society  more 
than  just  lost  research  opportunities.  VA  could  use  its  Health 
Services  Research  and  Development  (HSR&D)  dollars  to  invest  in 
studies  which  would  eventually  save  VA  money-such  as  finding  the 
most  effective  treatments  and  developing  practice  guidelines  which 
include  them  for  providers  across  the  system.  VA  research  is 
losing  valued  clinician  investigators  which  has  ramifications  for 
maintaining  quality  in  the  medical  care  system.  Inconsistent  and 
unstable  funding  sources  dishearten  research  staff  and  disrupt  the 
research  schedules.  VA  can  fund  no  new  projects  in  FY  1993-no 
matter  how  worthwhile.  Lost  opportunities  to  research  clinically 
relevant  problems  are  a  loss  to  the  nation  as  a  whole. 

Many  Capitol  Hill  policymakers  share  a  common  fallacy  that  other 
funding  sources  will  cover  VA  if  Congress  fails  to  appropriate 
adequate  dollars  for  the  system.  This  is  untrue.  While  VA  does 
draw   on   extramural   resources   for   its   research   activities. 
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inadequate  appropriations  beget  inadequate  contributions  from  other 
sources.  Other  funding  sources  match,  but  do  not  compensate  for 
Congressional  dollars. 

Mr.  Chairman,  it  appears  that  research  funded  through  the  VA 
medical  and  prosthetic  research  account  is  in  dire  straits  again  in 
FY  1994;  the  situation  is  so  bad,  VA  officials  wonder  if  FY  1995 
is  too  late  to  wait  for  the  program's  survival.  OMB  has  reportedly 
stipulated  that  funding  for  medical  care  is  sacrosanct  and  cannot 
be  shifted  to  fund  medical  research  needs.  Mr.  Chairman,  this  type 
of  stipulation  seems  to  demonstrate  the  new  administration's 
unawareness  of  medical  and  prosthetic  research's  contribution  to 
quality  health  care  services.  VA  medical  and  prosthetic  research 
projects  are  clinically  relevant.  VA  undertakes  research  which 
will  have  a  direct  impact  on  VA  health  care  services.  Research  is 
directly  and  inextricably  linked  to  the  delivery  of  quality  health 
care  to  veterans . 

MEDICAL  AND  MISCELLANEOUS  OPERATING  EXPENSES 

Central  Office  staff  must  lead  the  charge  in  VA  system  recovery, 
including  its  restructuring.  There  seems  to  be  a  common 
misconception  that  VACO  is  overstaffed  and  it  is,  accordingly, 
underfunded  and  cut  without  justification.  This  happened  again  in 
FY  1993.  The  MAMOE  account  was  forced  to  absorb  the  costs  of  80 
additional  full-time  employee  equivalents  (FTEEs)  following  the 
transfer  of  many  personnel  from  the  reorganized  Office  of 
Facilities.  The  former  VACO  staffing  level  was  inadequate  to 
fulfill  the  myriad  duties  it  had  before  the  reorganization.  The 
Independent  Budget  appropriation  recommends  funding  for  all  the 
FTEEs  now  funded  through  the  MAMOE  account.  FTEE  could  be 
redirected  from  construction  activities  if  it  is  deemed  appropriate 
by  an  external  review  of  the  staff's  functions. 

OTHER  MEDICAL  PROGRAM  ISSUES  ADDRESSED  IN  "A  VISION  FOR  CHANGE  IN 
AMERICA" 

PVA  is  opposed  to  the  Administration's  recommendation  to 
permanently  extend  medical  care  cost  recovery  for  service-connected 
veterans  for  non-service-connected  disorders.  Mr.  Chairman, 
service  connected  veterans  have  already  paid  their  premium  in  the 
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disorders  they  suffer  daily  as  a  result  of  service  in  their 
nation's  defense.  The  nation  made  a  commitment  some  time  ago  to 
tend  to  their  medical  needs  .  The  obligation  is  no  less  relevant  in 
fiscally  austere  times. 

PVA  is  similarly  opposed  to  the  Administration's  recommendation  to 
permanently  extend  prescription  charge/copayment .  PVA,  through  the 
Independent  Budget,  has  objected  to  the  extension  of  this  OBRA 
provision  since  its  enactment.  Pharmaceutical  drugs  often  offer 
veterans  an  opportunity  to  remain  in  the  community,  where  their 
conditions  otherwise  would  merit  hospitalization.  Availability  of 
drugs  for  psychological  disorders,  hypertension,  and  many  other 
conditions  allow  patients  to  lead  productive  lives. 

For  many  VA  users  (who  disproportionately  fall  into  lower  income 
groups  compared  to  their  other  veteran  peers )  the  two-dollar 
copayment  establishes  another  barrier  to  accessible  care.  For  VA 
this  may  translate  into  needless  episodes  of  care.  VA  also  has 
significant  collection  costs  which  erode  the  benefit  of  the  revenue 
brought  in  from  the  provision.  In  short,  the  costs  in  terms  of 
system  cost-effectiveness,  patient  hardship,  and  administration, 
far  outweigh  the  minimal  benefits  from  this  provision's  extension. 

Benefits  Programs  and  General  Operating  Expenses 

The  most  important  recommendation  the  Independent  Budget  makes  is 
to  fund  the  costs  of  administering  benefits  from  the  same  account 
through  which  the  program  costs  are  funded.  Right  now  program 
costs  are  funded  through  an  entitlement  account  and  its 
administration  costs  are  funded  through  a  "discretionary  account" 
in  General  Operating  Expenses.  Funding  benefits  like  this  is 
problematic  because  the  entitlement  dollars  are  allowed  to  increase 
with  the  growth  in  the  population  and  inflation,  but  a 
discretionary  account  is  "capped"  to  the  level  appropriated  by 
Congress.  If  Congress  doesn't  choose  to  provide  adequate  funding 
to  General  Operating  Expenses  then  VA  can't  hire  enough  people  or 
buy  enough  equipment  to  administer  claims  in  a  timely  manner. 
Entitled  beneficiaries  can't  access  benefits  without  adequate 
administration . 
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In  most  cases  the  Independent  Budget  analysis  found  that 
administrative  functions  are  understaffed  and  not  well-trained.  We 
recommend  funding  for  training  activities.  Once  these  employees 
are  trained  VA  must  make  efforts  to  retain  them.  Equipment,  such 
as  telephones  and  computers,  is  not  state-of-the-art.  Staffing  at 
appropriate  levels  and  giving  staff  access  to  state-of-the-art 
communications  systems  would  ameliorate  the  timeliness  problems. 

Mr.  Chairman,  there  are  two  proposals  contained  within  the 
President's  A  Vision  for  Change  in  America  which  address  current 
veterans'  benefits  that  need  serious  scrutiny.  The  first  is  the 
recommendation  to  change  that  level  of  service  members 
contributions  to  the  Montgomery  G.I.  Bill.  At  a  time  when  the 
military  is  being  reduced  and  the  attractiveness  of  military 
service,  as  a  career,  is  being  diminished  by  the  uncertainty  of 
future  manpower  needs,  care  must  be  given  to  any  erosion  of 
benefits  which  attract  qualified  individuals  into  the  military. 
The  benefits  of  the  G.I.  Bill,  as  significant  as  they  are,  have  not 
kept  pace  with  the  escalation  of  educational  costs.  Additionally, 
as  this  Administration  crafts  its  proposal  for  national  service, 
great  care  must  be  given  to  ensure  that  benefits  accruing  to 
service  members  are  no  less  than  those  for  civilian  service.  For 
recipients  of  G.  I.  Bill  benefits  their  service  is  performed  prior 
to  the  availability  of  the  benefit  and  their  service  has  the  great 
potential  to  be  hazardous. 

A  second  area  of  concern  for  PVA  are  the  proposed  changes  to  the  VA 
home  loan  guarantee  program.  The  increase  in  loan  fees,  at  a  time 
when  the  conventional  market  is  becoming  more  and  more  attractive 
due  to  falling  rates  and  the  availability  of  loans  with  minimal  or 
no  points,  will  only  serve  to  weaken  the  program.  Establishing  a 
2.5  percent  fee  and  10  percent  down  payment  for  second  or 
subsequent  use  of  the  program  will  eliminate  many  of  the  most 
financially  solvent  of  program  beneficiaries.  It  is  the  user  who 
has  an  established  financial  history  and  acquired  equity  in  a 
starter  home  who  poses  the  least  risk  to  the  program  and  makes  the 
program  attractive  to  commercial  lenders. 
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The  Independent  Budget  accepted  VA's  recommendation  to  request  a 
$80  million  appropriation  for  the  National  Cemetery  System,  but 
like  other  benefits  ask  that  funding  for  this  benefit  come  from  a 
mandatory  spending  account. 

Construction 

PVA  is  highly  supportive  of  the  President's  proposal,  in  A  Vision 
for  Change  in  America  to  improve  the  management  of  construction. 
To  a  large  degree,  it  echoes  the  points  we  make  in  our  own 
assessment.  The  Independent  Budget  Construction  Programs  section 
discusses,  in  detail,  a  strategy  for  managing  the  construction 
program  to  eliminate  inefficiencies  and  duplications.  It  discusses 
the  need  to  conform  to  private-sector  standards  and  ways  of  doing 
business  to  cut  costs  and  save  time.  It  also  discusses  the  need  to 
build  " in-house"  capacity  to  handle  the  long-term  care  workload 
through  hospital  bed  conversions,  enhanced  use  leases,  and 
construction  of  nursing  homes. 

CONCLUSION 

Mr.  Chairman,  we  know  that  you  and  the  Committee  are  aware  of  many 
of  the  issues  we  have  brought  to  the  table  this  morning.  It  is 
important  for  you  to  realize  that  we  veterans  value  our  health  care 
system  and  we  will  fight  to  strengthen  and  preserve  it  even  in  the 
face  of  fiscal  austerity  and  global  changes  in  the  health  care 
environment.  Even  in  this  time  of  great  sacrifice,  our  health  care 
system's  sacrifice  is  too  great  a  burden  for  veterans  or  the  nation 
to  bear. 

Mr.  Chairman,  this  concludes  PVA's  testimony.  We  will  be  happy  to 
address  any  questions  you  now  have. 
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STATEMENT  OF 

JAMES  N.  MAGILL,  DIRECTOR 

NATIONAL  LEGISLATIVE  SERVICE 

VETERANS  OF  FOREIGN  WARS  OF  THE  UNITED  STATES 

BEFORE  THE 

COMMITTEE  ON  VETERANS'  AFFAIRS 
UNITED  STATES  HOUSE  OF  REPRESENTATIVES 

WITH  RESPECT  TO 

FY  '94  DEPARTMENT  OF  VETERANS  AFFAIRS  BUDGET 

WASHINGTON,  D.C.  MARCH  18,  1993 

MR.  CHAIRMAN  AND  MEMBERS  OF  THE  COMMITTEE: 

The  VFW  is  appreciative  for  being  invited  to  participate  in 
this  morning's  hearing  on  the  Department  of  Veterans  Affairs' 
Fiscal  Year  1993  Budget.  The  VFW  is  proud  to  be  a  co-author  of 
the  Veterans  Independent  Budget,  and,  as  in  the  past  our  contri- 
bution lies  in  the  construction  aspect  of  this  document.  There- 
fore, this  statement  by  the  VFW  will  concentrate  on  the  VA's 
construction  program. 

In  view  of  the  fact  that  the  VFW  is  committed  to  reforming 
the  VA's  eligibility  criteria  for  those  receiving  health  care  at 
VA  medical  facilities,  we  are  particularly  concerned  that  VA  has 
the  physical  capabilities  of  providing  care  to  an  expanded  veter- 
an population.  In  our  support  for  a  full  continuum  of  VA  health 
care,  we  believe  VA's  entire  construction  program — from 
major  medical  facilities,  to  outpatient  clinics,  to  nursing 
homes,  must  be  fully  analyzed  to  prepare  for  the  future  needs  of 
veterans. 

Currently,  two  appropriations  fund  most  of  VA's  construc- 
tion— one  being  major  construction  which  finances  projects  cost- 
ing $3  million  or  more  and  minor  construction  which  pays  for 
smaller  projects  and  some  who  plan  and  supervise  construction 
activities.  A  third,  smaller  appropriation  forms  the  parking 
garage  revolving  fund.  As  of  FY  1994  VA  will  fund  the  grants  for 
state  extended  care  facilities  under  its  construction  program 
accounts  rather  than  among  it  medical  program  accounts.  Within 
all  four  construction  appropriations,  most  funds  pay  for  veterans 
health  administration  projects.  Grants  for  construction  of  state 
veteran  cemeteries,  formally  within  the  general  operating  expens- 
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es  appropriation,   is  now  part  of  the  construction  program's 
appropriation. 

Mr.  Chairman,  VA  has  not  developed  a  process  to  determine 
national  priorities.  The  authors  of  the  Independent  Budget  be- 
lieve VA  should  base  its  construction  programs  on  an  institution- 
alized analysis  of  its  national  construction  needs. 

A  rational  process  that  accurately  assesses  current  and 
future  construction  requirements  in  order  of  urgency  must  consid- 
er existing  structures,  maintenance,  and  repair  needs  for  systems 
such  as  electrical,  mechanical,  plumbing,  and  fixed  equipment; 
deficiencies  in  existing  architectural  space,  mechanical  systems 
and  medical  equipment  that  support  each  medical  centers'  activi- 
ties; and,  projected  requirements  for  alterations  of  the  archi- 
tectural space,  mechanical  systems  and  medical  equipment. 

In  FY  1987,  VA  initiated  the  Facility  Development  Program 
(FDPP)  to  identify  individual  medical  centers  current  and  pro- 
jects facility  needs.  VA  maintains  that  facility  development 
plans  provide  an  accurate  system  wide  inventory.  However,  the 
Independent  Budget's  assessment  of  the  facility  development  plan 
does  not  show  that  it  has  achieved  these  objectives,  and  the 
process  has  been  costly  and  slow.  More  important,  this  approach 
does  not  seem  to  yield  accurate  data  in  a  format  that  VA  can 
analyze,  model  or  update  as  the  system  and  the  veteran  population 
change. 

The  Independent  Budget  authors  recommend  that  an  outside 
party  evaluate  the  facility  development  plan  and  recommend  a  plan 
to  implement  a  simple,  efficient,  and  cost  effective  process. 

Once  VA  revises  FDPP  and  implements  procedures  that  ensure 
accurate,  useful  data,  it  will  have  an  inventory  of  current  and 
projected  facility  needs.  Such  an  inventory  will  also  help  local 
areas  to  prepare  annual  plans  to  support  FDPP. 

The  absence  of  a  sound  basis  for  establishing  national 
construction  priorities  is  but  one  of  the  major  deficiencies  in 
VA  planning,  design,  and  construction  that  several  department- 
commissioned  studies  have  identified.  Once  again,  the  Independ- 
ent Budget  strongly  recommends  VA  review  the  Booze-Allen  and 
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Hamilton  recommendations  to  correct  systemic  problems  in  the 
offices  overseeing  the  construction  program. 

The  VA's  Office  of  Facilities  (O/F)  has  recently  undergone 
another  major  reorganization.  This  reorganization  transfers  most 
of  0/F  to  the  Veterans  Health  Administration.  This  move,  which 
more  closely  aligns  construction  management  with  VHA  strategic 
planning  and  research  planning  methodologies,  is  a  move  in  the 
right  direction.  The  Independent  Budget  authors,  however,  are 
concerned  that  this  function  remains  "top-heavy";  that  is,  cen- 
tral office  staff  has  too  many  supervisors  and  personnel  involved 
in  construction  protocol. 

As  past  Independent  Budgets  have  noted,  a  top-heavy  bureauc- 
racy has  resulted  in  projects  that  take  too  long  to  complete  and 
are  not  cost-effective  in  planning,  designing,  construction,  or 
administration.  VA  probably  cannot  bring  order  and  efficiency 
to  its  construction  process  unless  it  significantly  reduces  the 
number  of  central  office  professional  staff  who  oversee  construc- 
tion activities  and  revises  its  methods  of  managing  its  construc- 
tion projects. 

In  addition  to  maintaining  the  large  in-house  professional 
and  construct  staffs,  VA  has  spent  too  much  for  outside  "servic- 
es" in  the  form  "advanced  planning  funds",  "design  funds",  "pre- 
design  development  allowances",  and  "technical  services". 

The  "design-build"  construction  process  is  a  common  private- 
sector  practice  in  which  the  entity  wishing  to  build  requests 
bids  on  both  designing  and  building  a  structure.  Most  bids  for 
VA  projects  are  now  for  the  "build"  process  only.  This  process, 
used  belatedly  in  California  after  stalled  in  VA's  usual  con- 
struction protocol,  resulted  in  impressive  savings  in  cost  and 
time. 

The  Martinez  VA  out-patient  clinic  was  completed  on  a  fast- 
track  schedule  (6  months)  using  the  design-build  process  in 
private-sector  standards  and  criteria.  It  is  unfortunate  that 
the  Office  of  Facilities  resisted  the  use  of  "design-build"  for 
so  long. 

Mr.  Chairman,  VA  must  develop  an  efficient  facility  plan- 
ning, design  and  construction  process.   Specifically,  that  system 
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should  enable  VA  to: 

o  Complete  more  projects  more  rapidly.  Three  years  from 
conception  through  completion  is  an  appropriate  and  attainable 
goal  for  most  major  construction  projects. 

o  Select  projects  according  to  strategic  priorities  and  a 
national  assessment  of  construction  requirements. 

o  Provide  projects  that  meet  individual  medical  centers 
and  future  needs  of  veterans  health  care. 

o  Be  cost-effective  in  planning,  design,  construction, 
and  administration. 

o  Identify  problems  quickly  before  they  worsen,  by  moni- 
toring departmental  performance,  quality,  timeliness,  and  cost. 

The  Independent  Budget  construction  programs  budget  recom- 
mends additional  funding  for  minor  construction  because  VA's 
existing  physical  plant  is  rapidly  deteriorating.  The  Independ- 
ent Budget  authors  also  propose  a  significant  increase  in  major 
construction  to  meet  long  ignored  construction  needs.  VA  con- 
tracts for  only  two  major  projects  annually.  At  this  rate,  VA's 
replacement  and  renovation  cycle  for  its  171  hospitals  is  86 
years. 

The  FY  '94  Independent  Budget  continues  to  reflect  a  strate- 
gy for  the  national  cemetery  system  which  calls  for  one  open  ce- 
metery in  each  state.  For  many  years,  VA  asserted  that  each  of 
the  ten  federal  regions  needed  only  one  national  cemetery  within 
available  burial  space.  Recently,  however,  VA  has  recognized 
that  regionalization  is  not  a  good  idea.  The  Independent  Budget 
authors  agree  with  VA's  new  stance  and  recommend  that  the  nation- 
al cemetery  system  offer  a  national  cemetery  within  reasonable 
driving  distance  of  each  of  the  nations  major  veteran  population 
centers. 

Mr.  Chairman,  the  construction  programs  recommendations, 
like  other  FY  1994  Independent  Budget  program  recommendations 
are  based  on  a  strategy  that  VA  must  follow  to  meet  future  chal- 
lenges. 

With  respect  to  major  construction,  the  Independent  Budget 
recommends  a  $788.7  million  major  construction  appropriation  for 
FY  1994.    The  Independent  Budget's  primary  source  for  FY  1994 
major  construction  funding  projections  is  VA's  current  five  year 
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plan.  This  plan  may  not  meet  all  priorities  that  in-depth  analy- 
sis of  national  requirements  might  reveal.  The  Independent 
Budget  must,  however,  accept  VA's  identification  of  its  construc- 
tion needs  and  assume  that  current  construction  priorities  are 
consistent  with  the  development  of  the  Veterans  Health  Adminis- 
tration national  health  plan,  to  avoid  unnecessary  construction 
costs  in  this  period  of  budget  austerity. 

The  Independent  Budget  recommends  that  Congress  allocate 
$430  million  dollars  of  the  $788.7  million  to  the  advanced 
planning  fund  and  the  design  fund.  Increasing  these  funds  should 
permit  more  project  planning  and  design  and  accelerate  future 
construction  by  enabling  VA  to  build  more  major  construction 
projects  and  set  priorities  according  to  a  rational  process  that 
accommodates  its  fiscal  limitations.  However,  this  strategy  is 
only  justified  if  Congress  and  the  Administration  agree  to  annu- 
ally fund  projects  for  which  designs  were  completed  during  the 
previous  year. 

The  Independent  Budget  authors  recommend  funding  the  con- 
struction of  960  nursing  home  beds  in  FY  1994.  The  aging  veteran 
population  necessitates  this  rate  of  nursing  home  construction 
through  the  1990s  even  if  VA  accomplishes  Independent  Budget 
minor  nursing  home  bed  conversion  recommendations.  The  Independ- 
ent Budget  recommends  that  Congress  appropriate  $52  million  to 
construct  four  new  120-nursing  homes  to  meet  long-term  goals  of 
increasing  access  to  long-term  care  for  veterans. 

Finally,  the  Independent  Budget  major  construction  proposal 
includes  $16  million  to  acquire  land  for  national  cemeteries  for 
states  that  have  no  available  grave  sites.  The  Independent 
Budget  authors  recommend  that  VA  construct  two  new  national 
cemeteries  until  the  national  cemetery  system  meets  previously 
states  goals  of  one  open  cemetery  in  each  state. 

Mr.  Chairman,  with  respect  to  minor  construction  the  FY  1994 
Independent  Budget  recommends  a  $279.2  million  appropriation. 
The  Independent  Budget's  FY  1994  recommendation  significantly 
exceeds  the  FY  1993  appropriation.  The  requested  increment 
reflects  the  Independent  Budget  authors  growing  concern  over  VA 
facilities  urgent  updating  and  repair  needs. 
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Most  recommended  minor  construction  funds  are  identified  for 
medical  construction.  VA  should  utilize  $40  million  of  this 
amount  to  convert  unused  and  unneeded  hospital  beds  to  nursing 
home  care. 

Mr.  Chairman,  the  FY  1994  Independent  Budget  recommends  a 
$20  million  allocation  to  the  parking  garage  revolving  fund, 
which  finances  VA  facility  construction  and  operation.  We  firmly 
believe  reasonable  parking  access  is  essential  to  patient  care. 

With  respect  to  grants  for  the  construction  of  state  extend- 
ed care  facilities,  the  Independent  Budget  recommends  a  $200 
million  appropriation  for  these  grants.  The  state  home  program 
adds  to  VA's  extended  care  work  loan  capacity.  This  appropria- 
tion provides  grants  to  help  states  construct  state  domiciliary 
and  nursing  homes  for  veterans.  It  also  provides  grants  to 
assist  expansion,  remodeling,  or  alteration  of  existing  facili- 
ties, including  state  home  hospital  facilities.  Congress  should 
encourage  and  fund  grants  for  the  construction  of  state  extended 
care  facilities  wherever  states  will  participate.  This  appro- 
priation will  fund  all  applications  from  the  states  for  the  state 
home  programs . 

Finally,  Mr.  Chairman,  the  Independent  Budget  recommends 
$4.4  million  to  fund  grants  for  the  construction  of  state  veter- 
ans cemeteries.  This  program  makes  grants  to  states  to  help  them 
establish  or  improve  state-owned  veterans  cemeteries. 

In  closing,  Mr.  Chairman,  the  VFW  looks  forward  to  working 
with  you  in  providing  adequate  funding  for  the  Department  of 
Veterans  Affairs.  As  a  co-author  of  the  Independent  Budget  for 
Veterans  Affairs,  we  wholeheartedly  endorse  all  of  the  proposals 
put  forth  in  this  document.  We  ask  you  and  your  committee  to 
seriously  consider  our  recommendations. 

This  concludes  my  statement.  I  would  be  happy  to  answer  any 
questions  you  may  have. 
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Mr.  Chairman  and  members  of  the  committee,  AMVETS  would  like  to  thank  you 
for  again  requesting  our  views  on  the  Independent  Budget  for  the  Department  of 
Veterans  Affairs.  We  have  participated  for  the  seventh  year  with  the  other  three 
veterans  organizations  to  produce  what  we  believe  is  an  honest  assessment  of  what  the 
VA  needs  to  do  its  job  properly.  We  make  no  pretext  about  spending  caps  and  budget 
walls.  Instead,  it  is  an  attempt  to  quantify  resource  requirements  based  solely  on  the 
needs  of  the  veteran  community.  This  year  we  suggest  about  $4.8  billion  more  than 
last  year's  appropriation  to  meet  these  needs. 

AMVETS  acknowledges  the  critical  fiscal  problems  facing  our  nation  and  the 
need  to  sacrifice  for  the  good  of  the  country.  Sacrifice  is  a  familiar  word  to  veterans, 
and  once  again  we  accept  our  fair  share  of  the  burden  and  ask  only  that  we  not  be 
singled  out.  But  to  begin,  we  must  point  out  that  spending  (constant  dollars)  for  all 
federal  social  programs  increased  by  36 1  %  since  1 965 ,  while  spending  for  veterans 
programs  increase  only  36%. 

Having  said  that,  AMVETS  questions  billions  in  new  spending  while  cutting  a 
net  $1.2  billion  from  VA  accounts  over  the  next  four  years.  We  are  also  extremely 
concerned  about  the  proposed  cuts  in  FTEE,  the  majority  of  which  will  come  from  the 
medical  system.  Any  such  cuts  can  only  result  in  a  decreased  level  of  medical  care  for 
fewer  and  fewer  veterans,  not  to  mention  the  negative  effect  on  the  morale  of  VA 
employees.  At  a  time  when  the  thrust  of  national  healthcare  reform  policy  is  to 
broaden  the  coverage  for  our  citizens,  we  do  not  understand  and  cannot  accept  a 
reduced  level  of  services  for  veterans. 

To  properly  implement  VA  reforms,  AMVETS  also  supports  consolidation  of  VA 
strategic  planning  and  management  which  is  presently  fragmented  and  being 
conducted  by  three  autonomous  VA  components;  the  Veterans  Health  Administration, 
the  Veterans  Benefit  Administration  and  the  National  Cemetery  Service.  VA  must 
produce  a  coherent  long-term  management  program  and  a  process  to  support  its 
planning  and  implementation.  Human  resources  management  is  a  prime  area  for  the 
application  of  consolidated  strategic  management  so  that  VA's  overall  personnel 
management  program  can  be  streamlined  and  the  savings  reinvested  in  the  delivery  of 
direct  medical  care  and  other  benefits.  VA  needs  should  focus  on  staffing  requirements 
and  anticipate  labor  issues  such  as  skills  development  and  competition  in  the  labor 
market. 

AMVETS  is  willing  to  let  veterans  programs  stand  on  their  merits  in  the  search 
for  spending  cuts.  But  we  are  unalterably  opposed  to  seeing  those  who  defended  this 
country  stand  second  in  line,  whether  for  stimulus  spending  or  long-term  structural 
investments.  And  that  is  exactly  what  is  happening  in  the  areas  of  education,  job 
training  and  employment,  and  we  fear,  healthcare.  Our  position  is  that  veterans  have 
put  more  on  the  line  for  this  country  than  any  other  segment  of  the  population,  and  we 
are  very  concerned  that  the  safety  net  for  sick,  homeless  and  unemployed  veterans  is 
once  again  going  to  suffer.  We  must  point  out  again  that  veterans  programs  have 
historically  grown  at  a  much  slower  rate  than  other  federal  benefit  programs  for  many 
years.  As  a  portion  of  the  federal  budget,  veterans  programs  now  account  for  2.4% 
compared  to  4.4%  in  1977.  Therefore,  it  is  patently  unfair  that  veterans  programs  be 
subjected  to  the  same  level  of  cuts  as  programs  that  have  experienced  high  growth 
rates.  Moreover,  the  long-term  decline  in  the  total  veteran  population  builds-in  cost 
containment  not  found  in  other  benefit  programs. 

Which  veterans  benefit  most  from  VA  medical  care?  Data  shows  that  about  one 
quarter  to  one  third  of  VA  patients  are  service  connected  disabled  veterans.  The 
balance  of  the  2.5  million  veterans  seen  in  the  VA  system  are  the  poorest  veterans  - 
those  considered  below,  at  or  slightly  above  the  official  poverty  line.  Therefore,  those 
portions  of  the  veteran  community  least  able  to  find  alternative  sources  of  treatment 
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are  the  ones  most  injured  by  decreases  in  VA  medical  resources. 

The  IB  is  full  of  interesting  charts  and  graphs  showing  the  daunting  task  facing 
VA.  But  there  is  one  consistent  theme  that  runs  throughout  the  entire  document,  and 
that  is  ELIGIBILITY  REFORM.  When  you  read  the  document,  you  will  be  reminded 
constantly  that  VA  cannot  begin  to  plan  for  its  patient  base  without  knowing  who  will 
be  eligible  for  treatment.  The  current  patchwork  medical  entitlement  system  is 
confusing,  does  not  promote  the  concept  of  wellness  and  inhibits  caregivers  from 
providing  care  in  the  least  expensive  setting  within  the  VA  system  by  forcing  VA 
physicians  to  withhold  care  until  a  condition  is  acute  enough  to  warrant  inpatient 
treatment.  Therefore,  the  veterans  organizations  at  the  table  today  have  provided 
what  we  consider  an  eligibility  blueprint  that  would  designate  and  entitle  a  core 
beneficiary  population  consisting  of  today's  Category  A  veterans,  plus  those  who  are 
uninsurable  and  finally,  all  catastrophically  injured  veterans.  Veterans  not  in  the  core 
group  would  be  eligible  for  VA  care  through  VA-sponsored  managed  care  programs 
paid  for  by  themselves  or  third  party  payors  including  all  federal  medical  programs. 

AMVETS  is  well  aware  of  the  healthcare  crisis  confronting  not  only  rural 
America,  but  also  the  inner  cities.  In  some  ways  it  is  the  same  problem  -  a  relative  or 
total  lack  of  medical  care  facilities  and  personnel.  But  veterans  facilities  were  built  and 
are  funded  for  care  for  veterans,  and  when  all  veterans  are  taken  care  of,  we  will 
support  opening  VA  medical  facilities  to  non-veterans.  Look  at  it  from  our  standpoint  - 
there  are  veterans  out  there  without  access  to  the  system  -  for  lots  of  reason,  but  most 
often  because  of  crazy  quilt  of  eligibility  rules  or  the  distance  to  the  nearest  VA  medical 
facility.  We  are  not  trying  to  deny  care  to  anyone.  Rather,  we  are  trying  to  improve 
medical  care  for  everyone,  starting  with  those  who  have  earned  first  place  in  line  -  the 
veterans. 


AMVETS  strongly  encourages  you  to  fully  fund  the  VA's  research  and 
development  (R&D)  accounts  to  maintain  the  VA's  position  as  a  premier  place  for  the 
best  medical  researchers  to  conduct  their  investigations.  But  VA  is  not  getting  its  fair 
share  of  research  dollars.  Funding  for  VA  research  over  the  last  ten  years  has  increased 
50%  while  the  National  Institutes  of  Health  R&D  funding  has  increased  by  125%.  As 
VA's  share  of  R&D  funding  has  been  reduced  over  the  last  few  years,  VA  has 
experienced  a  loss  of  many  of  its  brightest  doctors.  Unlike  most  other  research 
programs  VA  requires  its  researchers  to  spend  significant  portions  of  their  time  as 
clinicians  in  the  VA  system  -  an  important  point  when  considering  cost-effectiveness. 
It  is  also  important  to  consider  R&D  in  the  overall  career  development  of  VA  medical 
staff.  It  is  imperative  that  the  nation  as  a  whole  continue  to  benefit  from  VA  medical 
advances  in  areas  such  as  the  CAT  Scan,  MRI,  nuclear  medicine,  AIDS,  tuberculosis  and 
mental  health  treatment. 

In  many  areas  of  specialized  care,  VA  has  few  peers.  VA  is  the  leader  in  PTSD 
treatment  and  has  enabled  the  nation's  medical  system  to  apply  VA  advances  to  the 
mental  health  treatment  of  the  general  population.  Veterans  and  non-veterans 
suffering  from  spinal  cord  injuries  (SCI)  benefit  from  the  nations's  foremost  program 
in  reasearch  and  rehabilitation.  It  is  vital  that  this  highly  specialized  practice  not  be 
reduced. 

Veterans  now  make  up  one-third  of  all  homeless  men.  VA  has  done  much  good 
work  through  its  Homeless  Chronically  Mentally  111  and  Domiciliary  programs  to  better 
the  plight  of  these  veterans  and  return  them  to  society  as  productive  citizens.  VA 
programs  can  serve  as  treatment  models  for  the  rest  of  the  country  trying  to  cope  with 
this  growing  problem. 

There  are  those  who  criticize  veterans  organizations  for  wielding  what  they 
consider  too  much  power  over  the  actions  of  Congress.  We  are  here  because  we 
represent  millions  of  men  and  women  who  accepted  the  country's  call  in  war  and 
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peace.  Many  did  not  like  what  they  were  being  asked  to  do,  but  they  subordinated 
their  personal  wants  and  desires  to  a  higher  duty,  and  in  doing  so,  many  suffered 
enormously  -  with  scars  both  visible  and  invisible.  Just  as  the  American  Bar 
Association  and  American  Medical  Associations  represent  their  members  and  fight  hard 
for  their  constituents,  should  anyone  suggest  that  the  common  citizens  of  this  country 
deserve  less?  These  are  the  people  we  represent. 

There  is  no  doubt  that  the  nation,  through  the  Congress,  has  been  generous  to 
its  veterans  in  return  for  service.  Not  one  person  at  this  table  today  would  deny  that. 
It  is  also  important  to  remember  that  veterans  also  take  care  of  their  own  because  last 
year,  veterans  service  organizations  and  their  auxiliaries  contributed  13  million  hours 
of  volunteer  service  to  the  VA  worth  over  $150  million  in  addition  to  an  estimated  $35 
million  in  equipment  and  personal  supplies.  Were  it  not  for  this  helping  hand,  VA 
would  need  another  6,200  FTEE  to  care  for  its  patients. 

It  is  time  to  finally  provide  the  resources  that  will  enable  the  VA  delivery  system 
to  adapt  rapidly  to  emerging  social  and  technological  challenges,  thus  better-serving 
veterans  and  the  country.  Perhaps  the  single  most  important  recommendation  in  this 
year's  Independent  Budget  is  the  increase  of  2013  FTEE  for  VBA.  Simply  put,  there  is 
no  other  way  to  reduce  the  backlog  in  claims.  Therefore,  AMVETS  whole-heartedly 
supports  the  increase  in  FTEE  and  we  wish  it  could  be  an  even  larger  figure  because 
waiting  six  to  twelve  months  for  action  on  an  initial  claim  is  unacceptable.  In  addition, 
to  assure  veterans  of  timely  claims  adjudication,  AMVETS  supports  legislation  that 
would  mandate  a  maximum  reasonable  processing  time  for  a  claim  after  which  benefits 
would  be  granted  on  an  interim  basis.  Today,  the  backlog  in  claims  exceeds  400,000, 
as  is  expected  to  continue  rapid  growth  unless  there  is  an  increase  in  resources  devoted 
to  reducing  that  number.  This  is  a  prime  example  of  the  need  to  fund  the  costs  of 
delivering  benefits  -  including  personnel  costs  -  from  mandatory  spending  accounts. 

AMVETS  has  several  national  resolutions  relating  to  the  recommendations  in  the 
Independent  Budget  for  the  Veterans  Benefits  Administration  and  the  programs  it 
administers.  Generally,  we  ask  that  you  strengthen  aclministration  and  oversight  of 
VA's  participation  in  TAP/DTAP  to  make  sure  those  departing  active  duty  know  what 
is  available  to  them  from  VA.  We  also  ask  that  you  press  DoD  to  release  the  $75 
million  in  funds  appropriated  last  year  under  the  Servicemembers  Occupational 
Conversion  Training  Program.  These  funds  are  desperately  needed  to  help  transition 
active  duty  personnel  to  civilian  life.  We  also  encourage  you  to  help  bridge  the 
transition  by  fostering  apprenticeship  equivalencies  for  skills  learned  in  the  service. 
Finally,  although  the  Assistant  Secretary  of  Labor  for  Veterans  Employment  and 
Training  (ASVET)  falls  outside  the  VA  budget,  the  position  is  of  sufficient  importance 
to  the  performance  of  veterans  training  and  employment  programs  that  it  bears 
mentioning  at  this  hearing.  AMVETS  hopes  that  President  Clinton  will  fill  the  vacancy 
quickly  and  with  someone  who  is  highly  qualified  in  veterans  employment  matters  and 
who  will  not  rotate  through  the  revolving  door  like  the  past  several  ASVETs. 

AMVETS  thanks  the  Congress  for  last  year's  action  on  Dependency  and 
Indemnity  Compensation  (DIC).  Setting  a  uniform  base  payment  with  adjustments  for 
dependent  children  and  disabilities  was  a  great  step  forward.  Also  in  the  area  of 
compensation,  AMVETS  again  calls  for  Congress  to  eliminate  the  unfair  dollar-for- 
dollar  offset  between  military  retirement  and  disability  pay.  Of  all  federal  retirees,  only 
the  retired  military  members  are  hit  with  this  deduction.  It  is  both  unfair  and  illogical. 
Retirement  pay  is  earned  for  service  rendered.  Compensation  is  for  disabilities  incurred 
in  the  line  of  duty  and  is  meant  to  offset  decreased  earning  power  due  to  disability.  We 
also  urge  the  VA  to  continue  to  decide  veterans  disability  claims  on  the  preponderance 
of  sound  scientific  evidence  that  documents  the  stressful  effects  of  service  and  the 
latent  manifestation  of  many  of  these  effects. 
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AMVETS  is  very  concerned  that  those  leaving  the  service  should  be  able  to 
educate  themselves  to  compete  in  the  rapidly  changing  job  market.  To  accomplish  this 
we  urge  you  to  follow  the  Independent  Budget's  recommendations  regarding 
improvements  in  the  Montgomery  GI  Bill  and  vocational  rehabilitation.  VA  projects  a 
25%  increase  in  the  number  of  veterans  in  rehabilitation  by  the  end  of  FY  93. 
Similarly,  VA  estimates  a  12%  increase  in  GI  Bill  participation.  To  enable  veterans  to 
attend  the  broadest  possible  range  of  schools,  we  also  call  for  an  increased  level  of  GI 
Bill  benefits  to  equal  those  granted  to  WWII  veterans  and  we  oppose  increasing  the 
servicemember's  contribution. 

President  Clinton  will  propose  a  National  Service  Program  that  will  offer  a 
college  education  in  return  for  two  years  service  in  a  wide  variety  of  community  based 
programs.  AMVETS  supports  the  concept  of  service  and  we  look  forward  to  any 
program  that  will  formalize  the  concept  of  a  universal  duty  to  country.  But  two  years 
in  the  local  day  care  center  cannot  be  equated  to  military  service.  Our  young  men  and 
women  who  volunteer  for  military  service  offer  to  place  themselves  in  harm's  way  and 
may  pay  the  ultimate  sacrifice.  Therefore,  we  object  to  education  benefits  that  will 
equal  or  better  those  offered  to  servicemembers.  We  maintain  that  military  service  is 
unique  in  its  demands  and  should  be  rewarded  accordingly.  AMVETS  urges  you  to 
fully  fund  VBA  to  carry  out  these  cost-effective  education  programs  that  ultimately  pay 
for  themselves  several  times  over  through  increased  wages  and  the  taxes  they  generate. 

Because  of  the  immense  backlog  in  facility  and  equipment  replacement  and  the 
scarcity  of  funds,  AMVETS  is  very  concerned  about  the  apparent  inefficiencies  in  the 
VA  construction  program.  We  agree  with  the  Mission  Commission  that  the 
management  process  should  be  decentralized,  with  VA  Central  Office  playing  a 
minimum  oversight  role.  Currently,  the  typical  major  construction  project  takes  ten 
years  to  complete  and  costs  two-to-three  times  as  much  per  square  foot  as  an 
equivalent  private  sector  facility.  The  excessive  review  process  often  results  in  an 
obsolete  facility  simply  because  of  the  passage  of  time  or  increases  costs  by  producing 
a  constant  stream  of  changes  to  requirements  and  the  imposition  of  thousands  of 
specifications  requiring  compliance.  The  VA  should  build  to  commercial  standards  and 
spend  the  savings  on  direct  care.  The  new  Martinez  facility  is  a  prime  example  of  how 
quickly  the  VA  can  do  the  job  if  common  sense  management  prevails,  and  we  support 
enhanced  use  and  increased  leasing  as  methods  of  improving  facility  acquisition. 
AMVETS  also  supports  reprogramming  FTEE  assets  from  the  Office  of  facilities  into  the 
Veterans  Benefits  Administration. 

As  stated  in  the  Independent  Budget,  the  National  Cemetery  System  (NCS) 
continues  to  do  much  with  meager  resources.  The  NCS  is  responsible  for  114  national 
cemeteries  and  59  Department  of  Defense  soldiers  lots  and  plots  that  will  be 
transferred  to  the  NCS  as  part  of  the  agreement  to  use  a  portion  of  Ft.  Sheridan,  Illinois 
as  a  new  national  cemetery. 

The  NCS  workload  is  a  direct  reflection  of  the  aging  veteran  population.  As 
stated  in  the  Independent  Budget,  the  average  age  of  the  veteran  population  is  23  years 
older  than  the  general  population  and  over  half  of  all  veterans  are  older  than  56. 

NCS  estimates  increases  in  all  areas  of  responsibility  for  the  next  fiscal  year. 
With  about  1321  employees,  NCS*s  total  acreage  will  hit  10,585;  interments  will  reach 
70,000;  over  54,000  new  gravesites  will  be  added  for  a  total  of  2,041,730  under  NCS 
care;  headstone  requests  will  increase  by  12,000  to  reach  320,000  in  FY  94;  issuances 
of  Presidential  Memorial  Certificates  will  rise  to  362,000,  an  increase  of  32,000.  That 
works  out  to  8  acres  and  1581  graves  to  maintain,  53  interments,  248  marker  requests 
to  process,  and  274  certificates  to  issue  per  FY  93  FTEE.  To  accommodate  part  of  the 
$4.8  million  FY  94  NCS  estimated  equipment  backlog  and  add  55  new  FTEE,  the 
Independent  Budget  recommends  an  appropriation  of  $80  million,  an  increase  of  $9.3 
million.  At  that  level,  NCS  can  continue  to  operate  in  a  timely  and  dignified  manner 
befitting  a  final  salute  that  is  often  the  only  benefit  a  veteran  uses. 
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The  suggested  increase  will  also  help  continue  planning  for  new  cemeteries. 
VA's  goal  of  an  open  national  cemetery  within  75  miles  of  75%  of  America's  veterans 
will  go  a  long  way  toward  meeting  AMVETS'  goal  of  an  open  national  cemetery  in 
every  state. 

Responding  to  a  1987  survey  on  cemetery  requirements,  NCS  has  started 
development  or  identified  sites  in  areas  that  will  serve  over  4  million  veterans  and  their 
families.  Site  selection  is  also  underway  in  high  need  areas  that  will  enable  VA  to  serve 
another  2.4  million  veterans  and  their  families.  Obviously  with  27  million  veterans 
plus  eligible  dependents,  that  is  still  not  enough. 

NCS  estimates  that  only  49  national  cemeteries  will  remain  open  to  casket 
burial  by  the  year  2000,  with  none  of  the  new  sites  scheduled  to  be  on-line  before  that 
time.  We  applaud  their  efforts  to  increase  capacity  at  existing  sites,  but  we  must 
emphasize  the  need  for  Congress  to  fund  the  expansion  program  as  well  as  the  state 
cemetery  grant  program  in  which  VA  shares  the  cost  of  building  new  state  veterans 
cemeteries.  We  fully  support  legislation  that  would  increase  VA's  share  of  the  cost  to 
a  maximum  of  65%  to  encourage  states  to  fund  additional  sites. 

AMVETS  is  concerned  that  the  appropriations  process  does  not  lend  sufficient 
visibility  to  the  VA  and  its  mission.  Therefore,  we  propose  limiting  the  jurisdiction  of 
one  appropriations  subcommittee  in  the  House  and  Senate  to  VA  appropriations  issues. 
This  will  allow  veterans  issues  to  stand  or  fall  on  their  own  merits  and  not  compete  in 
an  apples  and  oranges  manner  for  funds  with  HUD  and  the  independent  agencies.  VA 
is  by  many  measures,  the  second  largest  federal  department  and  it  is  time  that  its  over 
255,000  employees  and  over  27,000,000  constituents  receive  the  total  attention  they 
deserve  during  the  appropriations  process.  We  would  also  welcome  discussions  on  the 
concept  of  placing  VA  appropriations  within  the  jurisdiction  of  the  Defense 
Appropriations  Subcommittees. 

Mr.  Chairman,  to  summarize,  let  me  say  that  AMVETS  stands  by  the 
Independent  Budget  as  an  honest  attempt  to  ensure  that  veterans  programs  and  the 
people  charged  with  their  delivery  receive  the  resources  necessary  to  carry  out  the 
mission  of  the  VA  This  concludes  AMVETS'  statement. 
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Prologue 


This  is  the  seventh  year  that  AMVETS  (American  Veterans  of  World  War  II.  Korea  and  Vietnam), 
Disabled  American  Veterans  (DAV),  Paralyzed  Veterans  of  America  (PVA),  and  the  Veterans  of 
Foreign  Wars  of  the  United  States  (VFW)  have  collectively  formulated  and  presented  to  Congress  a 
detailed  budget  designed  to  meet  veterans'  needs  through  programs  the  Department  of  Veterans 
Affairs  (VA)  administers. 

In  previous  years,  the  Independent  Budget  document  stated  candidly  that  our  publication  is  predi- 
cated on  a  loss  of  confidence  in  the  Office  of  Management  and  Budget's  (OMB)  interest  in  under- 
standing or  responding  to  veterans'  needs.  There  are  now  indications  that  OMB  has  begun  to  appreci- 
ate the  importance  of  veterans'  issues.  We  are  encouraged  by  OMB  staffs  willingness  to  receive  and 
discuss  the  issues  addressed  in  this  Fiscal  Year  1994  Independent  Budget.  Although  we  may  not 
always  agree,  we  welcome  and  appreciate  this  opportunity  to  nurture  rapport  and  increased  under- 
standing. We  sincerely  hope  this  opening  sets  a  precedent  for  the  coming  Administration. 

As  in  the  past,  this  is  a  "needs-based"  budget  proposal  and,  as  such,  makes  no  pretense  at  com- 
pensatory reductions  to  maintain  budget  neutrality.  To  do  so  would  lose  contact  with  veterans'  true 
health  care  needs,  although  much  of  it  has  long  since  been  suppressed.  Nor  do  we  accept  a  definition 
of  "current  services"  as  that  level  of  appropriation  needed  just  to  maintain  a  previous  year's  workload 
plus  cover  inflation,  as  implied  in  the  budget  term  "cost  plus". 

We  believe  that  Congress  has  an  interest  in  knowing  the  cumulative  consequences  of  VA's  peren- 
nial budget  shortfalls.  Since  FY  1988  was  the  last  year  budget  resources  accommodated  stability  in 
VA's  patient  workload,  we  have  again  used  that  year's  data  as  a  baseline  from  which  to  calculate 
appropriations  needed  to  maintain  that  same  level  of  health  care  service  and  cover  all  subsequent 
unavoidable  cost  increase.  Each  year,  we  have  also  requested  several  much-needed  additional  pro- 
grams and  services  and  the  dollars  required  for  their  implementation.  The  FY  1993  VA  Medical  Care 
budget  is  short  some  $800  million  of  providing  that  earlier  level  of  current  services,  $1.8  billion  short 
were  our  suggested  medical  care  enhancements  funded,  and  $500  million  short  of  the  Independent 
Budget's  total  recommended  appropriation  for  other  (non-medical)  programs. 

The  theme  carried  throughout  this  document,  anticipating  impacts  from  the  nation's  health  care  refor- 
mation, confirms  that  VA's  health  care  system  is  a  national  resource  worth  saving,  and  that  in  moving 
toward  the  future.  VA,  as  well  as  society  at  large,  should  build  on  what  has  served  us  so  well  in  the  past. 


James  J.  Kenney 

National  Commander 
American  Veterans  of  World 
War  II,  Korea  and  Vietnam 

Richard  F.  Johnson 
National  President 
Paralyzed  Veterans  of  America 


Joseph  C.  Zengerle 

National  Commander 
Disabled  American  Veterans 


John  M.  Carney 

Commander-  in  -  Chief 
Veterans  of  Foreign  Wars 
of  the  United  States 
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Air  Force  Sergeants  Association 

Alliance  for  Aging  Research 

American  Academy  of  Ophthalmology 

American  Association  of  Dental  Schools 

American  Association  of  Spinal  Cord  Injury  Nurses 

American  Association  of  Spinal  Cord  Injury  Psychologists  and  Social  Workers 

American  Ex-Prisoners  of  War 

American  Federation  of  Government  Employees 

American  Military  Retirees  Association 

American  Neurological  Association 

American  Nurses  Association 

American  Optometric  Association 

American  Paraplegia  Society 

The  American  Physiological  Society 

American  Psychiatric  Association 

Association  of  American  Medical  Colleges 

Association  of  Health  Services  Research 

Association  of  Professors  of  Medicine 

Association  of  Schools  of  Public  Health 

Association  of  United  States  Army 
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Blinded  Veterans  Association 

Catholic  War  Veterans  of  the  United  States  of  America,  Inc. 

Enlisted  Association  of  the  National  Guard  of  the  United  States 

Jewish  War  Veterans  of  the  United  States  of  America,  Inc. 

Legion  of  Valor  of  the  USA,  Inc. 

Marine  Corps  League 

Military  Order  of  the  Purple  Heart 

National  Association  of  VA  Physicians 

National  Association  of  Veterans'  Research  and  Education  Foundation 

National  Council  of  Senior  Citizens 

Non-Commissioned  Officers  Association  of  the  United  States  of  America 

Nurses  Organization  of  Veterans  Affairs 

Polish  Legion  of  American  Veterans,  U.S.A. 

The  Retired  Enlisted  Association 

Rhode  Island  Veterans  Action  Center 

*United  Spanish  War  Veterans* 

U.S.  Merchant  Marine  Veterans  World  War  II 

Veterans  Affairs  Physician  Assistants  Association 


The  co-authors  of  the  Independent  Budget  regret  the  recent  passing  of  the  last  Spanish  War  veteran.  Nathan 
E  Cook.  Mr  Cook  had  pledged  his  organization's  support  of  the  Independent  Budget  for  the  last  three  years. 
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Introduction 


This  is  the  seventh  year  that  four 
Congressionally  chartered  veterans  ser- 
vice organizations,  AMVETS,  Disabled 
American  Veterans,  Paralyzed  Veterans  of 
America,  and  Veterans  of  Foreign  Wars  of  the 
United  States  (IB  VSOs)  have  collaborated  to 
develop  and  present  to  Congress  a  budget  pro- 
posal addressing  veterans'  needs  and  specifying 
the  calculated  level  of  resources  required  to 
meet  those  needs.  Since  its  inception,  the 
Independent  Budget  has  portrayed  the  budget- 
driven  deterioration  of  the  Department  of 
Veterans  Affairs'  (VA)  medical,  social  and  eco- 
nomic services  to  veterans.  Although  the  claim 
can  be  made  that  this  publication  has  exerted  a 
positive  influence  in  many  respects,  the  annual 
inadequacy  of  VA  appropriations  has  remained 
discouragingly  constant.  Continued  correlation 
between  inadequate  resources  and  the  annual 
reduction  in  services  affirms  the  importance  of 
independently  surveying  VA's  resource  require- 
ments. Hopefully,  this  documented  account  of 
the  cumulative  damage  from  a  decade  of  budget 
shortfalls  will  positively  influence  appropria- 
tions. 

Congress  now  recognizes  VA  funding 
shortfalls,  however,  and  it  has  made  strides 
toward  long-standing  1BVSO  objectives  for  vet- 
erans'  programs.  Although  cause-effecl 
sequences  are  often  obscure,  credit  belongs  to 
the  Independent  Budget,  as  well  as  to  many 
within  the  VSOs.  VA.  and  Congress  for  some 
increased  appropriations.  Fiscal  Year  1993 
examples  include: 

•  90  additional  Full-time  Employee 
Equivalents  (FTEEs).  to  reduce  the  claims 
backlog. 

•  $85  million  additional  for  vocational  reha- 
bilitation benefits  and  services. 


$8.5  million  additional  for  treatment  of 
post-traumatic  stress  disorder  (PTSD). 

•  $10.3  million  additional  for  homeless  veter- 
ans programs. 

$7.5  million  additional  for  women's  health 
initiatives. 

funding  for  one  more  geriatric  research  and 
evaluation  center. 

added  funding  for  planning  a  national 
cemetery  in  the  Dallas  area. 

•  mandated  reorganization  of  the  Office  of 
Facilities. 

•  legislation  to  ameliorate  pharmaceutical 
price  increases  to  VA. 

Continuing  another  documented  record. 
Chart  I  updates  and  presents  anew  an  illustra- 
tion of  the  comparative  percentage  appropriation 
increases  for  all  major  federal  health  programs. 
Annually,  VA  health  programs  have  shown  the 
smallest  increases,  none  of  which  have  kept 
pace  with  health  care  inflation.  Yet,  unlike 
Medicare,  cost  shifts  to  other  sources  of  pay- 
ment cannot  compensate  for  cuts  in  VA  funding. 
VA  budget  cuts  equate  directly  to  reductions  in 
veterans'  health  care  services. 

Turbulent  dynamics  in  the  nation's  eco- 
nomic and  political  environment  will  heavily 
influence  the  shape  and  substance  of  this  year's 
federal  budget.  A  pervasive  aura  of  change  pro- 
vokes both  the  discomfort  of  uncertainty  and  the 
fervor  of  opportunity.  The  Independent  Budget 
authors,  buoyed  by  the  knowledge  that  some 
constructive  changes  are  underway,  sense  a  need 
this  year  to  use  a  different  tack.  Veterans'  advo- 
cates in  Congress,  the  VSOs.  and  veterans  them- 
selves all  realize  that  VA  has  reached  a  cross- 
road and  its  future  depends  on  realigning  the 
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FEDERAL  HEALTH  PROGRAM  BUDGETS  AVERAGE 
ANNUAL  PERCENTAGE  CHANGE  FYs  1985-1993 


AVERAGE 

Federal  Insurance  Tax  Credit 

DOD  Medical  Care 

VA  Medical  Care 

Consumer  and  Occupational  Health 

Research  Programs 

Education  and  Training 

Other  Health  Programs 

Federal  Employee  Health  Benefits  Program 

Medicaid 

Medicare 


■25  -20  -15  -10   -5     0     5     10    15   20    25 

ANNUAL  PERCENTAGE  CHANGE  IN  OUTLAYS 

(Current  Dollars) 


□  FY  92-FY  93 

Percentage  Change 

■  Average  Annual 
Percentage  Change 


system  and  redirecting  resources.  This  publica- 
tion will,  therefore,  accentuate  the  positive, 
focusing  on  VA's  considerable  record  of  accom- 
plishments on  which  it  can  build  that  future. 

While  the  imperative  for  change  involves 
all  VA  divisions,  its  Veterans  Health 
Administration  (VHAi  is  most  heavily  involved 
because  of  its  interrelation  with  the  problem-rid- 
den private  medical  sector.  Perhaps  the  most 
compelling  influence  for  change  in  the  nation's 
health  care  industry  is  the  unprecedented  public- 
attention  to  the  increasing  lack  of  cost-control, 
lack  of  quality  assurance,  and  lack  of  access 
equity.  A  sluggish  economy  has  accelerated 
resolve  to  reform  the  country's  entire  health  care 
financing  and  delivery  system. 

It  is  also  widely  recognized  that  any  com- 
prehensive reform  in  the  nation's  health  care 
industry  will  surely  impact  VA's  current  config- 
uration and  missions.  Should  veterans  have  an 
affordable  and  generous  option  for  private-sec- 
tor care  in  more  convenient  locales  under  a  uni- 
versal health  care  program.  VA  would  lose  sig- 


nificant segments  of  its  acute  workload.  While 
some  veterans  would  become  eligible  for  more 
convenient  health  care  alternatives,  others,  espe- 
cially those  needing  long-term  care,  specialized 
services,  or  psycho-social  services,  could  lose 
access  to  other  resources  and  be  forced  into  the 
VA  safety  net. 

Such  shifts  in  VA's  case-mix  will  require 
changes  in  the  nature  and  distribution  of  health 
care  facilities  and  programs.  Without  adequate 
funding  to  make  those  changes.  VA  will  become 
.1  residual  system,  defined  by  a  patient  type  and 
case-mix  for  which  no  other  part  of  the  nation's 
system  will  provide  care.  But  VA  cannot  main- 
tain quality  of  care  in  geriatric  programs,  psy- 
chiatric services,  drug  and  alcohol  programs, 
and  sustaining  care  for  the  catastrophic-ally  dis 
abled  without  the  broad  general  medical  and 
surgical  capabilities  that  secondarv  and  tertiary 
care  hospitals  pro\  ide. 

The  degree  to  which  such  national  health 
care  legislation  will  impact  VA  depends  upon 
three  determinants: 
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( 1 )  the  generosity  of  the  universal  health  care 
benefit  package, 

(2)  out-of-pocket  costs  to  the  veteran  and 

(3)  the  adequacy  of  future  funding  for.  and  per- 
ceived quality  of,  the  VA  health  care  system. 

Although  Congress  will  undoubtedly  make 
legislative  decisions  regarding  the  first  two 
independent  of  VA  considerations,  VA  certainly 
has  the  ability  to  influence  the  latter.  Two 
assurances  are  needed:  VA  appropriations 
through  this  decade  must  be  adequate  to  accom- 
modate current  demand  for  services,  stop  canni- 
balization  of  the  system,  and  maintain  facilities. 
VA  must  undertake  an  extensive  restructuring  of 
VHA.  If  VA  is  to  have  a  role  in  tomorrow's 
health  care  system,  its  own  revitalization  is  lirM 
in  order.  VA  must  have  the  strength  and 
resilience  to  weather  the  coming  changes  and  to 
conform  to  the  environment  extant  with  whatev- 
er universal  health  care  reform  is  implemented. 

Recognizing  this  need,  the  VA  Commission 
on  the  Future  Structure  of  Veterans  Health  Care 
provided  specific  recommendations  for  structur- 
al realignment  and  operational  change.  VA 
needs  to  restore  efficient  management,  fiscal 
stability,  and  quality  control  in  its  health  care 
system.  The  IBVSOs  recorded  their  concur- 
rence with  the  Commission's  findings  and  rec- • 
ommendations  in  the  FY  1993  Independent 
Budget.  They  noted,  with  satisfaction,  that 
twelve  of  the  Commission's  eighteen  recom- 
mendations are  consistent  with  positions  the 
Independent  Budget  has  advocated  over  the  past 
several  years.  VA  has  now  also  accepted  most 
of  these  recommendations  and  is  committed  to 
pursuing  them  through  both-short  term  and 
strategic  planning. 

The  Independent  Budget  co-authors  are 
dedicated  to  aiding  VA  revitalization.  But  let 
no  one  misconstrue  the  role  they  play  as  criti- 
cal monitors  of  VA  programs  and  services. 
VA  has  no  greater  advocates.  The  VSOs'  aug- 
mentation of  VA  programs  and  their  commit- 
ment to  veterans'  welfare  is  reflected  in  the 
services  they  render. 

The  four  VSO  sponsors  of  the  Independent 
Budget  have  many  programs  in  common,  the 


volume  involvement  varying  with  organization- 
al size.  National  service  officers,  located  in  VA 
facilities  across  the  country,  provide  free  coun- 
seling and  claims  service  annually  to  thousands 
of  veterans,  their  dependents  and  survivors. 
Addressed  are  matters  concerning  education, 
disability  compensation,  employment,  hospital- 
ization, rehabilitation,  pension  and  other  bene- 
fits. Claims  representatives  and  appeals  consul- 
tants enjoy  a  record  of  obtaining  favorable 
decisions.  VSO  members  are  heavily  involved 
in  the  VA  Volunteer  Service  (VAVS)  nation- 
wide program  that  supports  hospitalized  veter- 
ans. This  worthy  effort  contributed  14,3X2.972 
hours  of  service  to  VA  health  care  facilities.  All 
four  organizations  maintain  well-informed  leg- 
islative affairs  staffs  that  monitor  and  testify  on 
veterans'  legislative  issues.  All  VSOs  provide 
educational  grants  and  scholarship  funds.  The 
special  endeavors  of  the  IBVSOs  include: 
emergency  relief  funds,  transportation  networks, 
patriotic  and  memorial  programs,  drug  and  alco- 
hol rehabilitation  programs,  wheelchair  games, 
and  research  foundations. 

Clarification  of  veterans'  health  care  enti- 
tlement must  precede  strategic  planning  for 
tomorrow's  VA  health  care  system.  No  plan 
can  be  valid  without  knowledge  of  for  whom 
and  for  what  that  plan  is  intended.  Although 
Congress  has  had  our  request  for  entitlement 
clarification  and  reform  under  advisement  for 
several  years,  the  proposal  is  now  on  the  top  of 
our  agenda.  This,  again,  is  due  to  Congress's 
sudden  political  imperative  to  address  nation. il 
health  care  reform.  We  have  reason  to  believe 
that  the  Department  of  Veterans  Affairs,  ihe 
Office  of  Management  and  Budget,  and  the 
House  and  Senate  Committees  on  Veterans 
Affairs  concur  with  us  on  the  strategic  advan- 
tage of  reforming  veterans'  entitlement  before 
the  all-encompassing  debate  on  national  health 
care  reform  overtakes  it. 

As  in  past  years,  we  recommend  that 
Congress  reconfirm  its  historic  commitment  to 
veterans'  health  care  and  mandate  provision  oi 
its  full  continuum,  from  preventive  through 
long-term  care,  to  all  veterans  fulfilling 
"Category  A"  criteria.    Further,  to  obviate 
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poverty  spend  down.  Congress  should  immedi- 
ately classify  all  catastrophically  disabled  veter- 
ans as  Category  A. 

Mindful  of  the  need  for  continued  budget 
austerity,  the  IBVSOs  did  conscientiously  con- 
sider a  Congressional  request  that  we  propose 
"budget-neutral"  legislation  for  veterans'  health 
care  entitlement  reform.  It  is  difficult  to  do  so 
since  VA  has  yet  to  survey  and  measure  sup- 
pressed demand.  While,  as  in  previous 
Independent  Budgets,  the  IBVSOs  have  again 
this  year  included  suggestions  for  cost  savings, 
we  have  decided  not  to  couple  them  with  the 
entitlement  reform  issue  or  our  legislative  pro- 
posal for  the  same.  All  Independent  Budget 
proposals  have  been,  and  should  continue  to  be. 
needs-based,  not  tailored  to  resource  caps.  This 
report  discusses  entitlement  reform  and  the 
IBVSO  legislative  proposal  in  greater  detail 
elsewhere. 

The  theme  in  today's  health  care  environ- 
ment is  change.  We  understand  and  accept  that. 
Veterans'  needs  and  their  use  of  the  VA  system 
have  changed  significant!)  in  the  past  five 
years.  Now  the  system  itself  must  change,  lesl 
it  become  obsolete.  Clearly,  the  underlying  rea- 
son is  the  inadequacy  of  VA  funding 
Ironically,  Congress  and  the  Administration 
have  countenanced  VA  operating  as  it  has  in  the 
past,  despite  inadequate  budgets.  VA  must  now 
move  in  a  different  direction  if  it  is  not  to  self- 
destruct.  Congress,  the  Administration,  and  vet- 
erans musi  understand  this  need  for  change  and 
nurture  all  VA  efforts  to  curry  out  its  mission  as 
the  guardian  of  veterans  health  care. 
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Like  past  Independent  Hiiil\;ets.  this  FY 
1994  Independent  Budget  is  based  on  a 
set  of  principles  to  which  the  four  spon- 
soring Congressionally  chartered  veterans  ser- 
vice organizations  have  agreed.  These  princi- 
ples reflect  a  shared  underlying  philosophy 
regarding  veterans  programs. 

Entitlement,  by  definition,  implies  timely 
delivery  of  benefits. 

Congress  should  legislate  reasonable  timeliness 
standards  for  benefit  and  service  delivery.  Such 
legislation  should  mandate  sufficient  funding  to 
meet  timeliness  standards. 

Veterans  should  not  be  subject  to  discrim- 
inatory denial  or  delay  of  cost  of  living 
allowances. 

The  VSO  authors  of  the  Independent  Budget 
have  repeatedly  assured  Congress  that  veter- 
ans will  support  any  COLA  modification  if  it 
is  applied  to  all  federal  departments,  agencies 
and  accounts. 

The  VA  medical  care  program  is,  and  has 
always  been  meant  to  be,  a  health  care  sys- 
tem for  veterans. 

Authorized  beneficiaries  are  veterans  of  the 
armed  forces  and.  by  special  entitlement,  certain 
veterans'  dependents  and  survivors.  While  the 
IBVSOs  endorse  sharing  VA's  specialized  sup- 
port services  with  DOD  medical  facilities  and 
academic  affiliates,  veterans  must  he  assured 
inviolable  priority  to  access  their  health  care 
system. 

Veterans  who  receive  VA  medical  care 
should  be  entitled  to  the  lull  range  of  VA 
medical  services. 

Once  admitted  to  the  VA  health  care  system, 
veterans  should  receive  care  in  the  most  appro- 
pi  late  setting.  The  choice  of  location  of  care — 
inpatient,  outpatient,  nursing  home,  domiciliary 


or  home  care — should  be  made  by  physicians 
and  facility  administrators  according  to  princi- 
ples of  proper  patient  management  and  not  by 
eligibility  rules  based  on  patients'  incomes.  The 
establishment  of  assured  access  to  a  full  contin- 
uum of  medical  care  for  entitled  veterans, 
including  certain  non-service-connected 
patients,  is  essential  to  high-quality  care,  ratio- 
nal planning,  and  efficient  operation. 

Because  millions  of  veterans  are  entitled  to 
health  care,  adequate  funding  for  the  VA 
medical  program  should  be  mandatory. 

The  law  states  that  VA  shall  provide  health  care 
services  to  veterans,  but  a  statutory  mandate 
without  adequate  appropriations  is  an  empty 
promise.  Furthermore.  Congress  is  morally 
obligated  to  restore  the  VA  health  care  system 
by  providing  funds  to  repair  the  damage  of  a 
decade  of  budget  shortfalls 

New  appropriations  must  fund  Congressional 
mandates. 

Adequate  appropriations  should  accompany  leg- 
islation that  creates  new  health  care  initiatives — 
otherwise,  implementation  should  be  at  the 
Department's  discretion.  Congress  should  cate- 
gorically exempt  appropriations  for  patient  care 
programs  from  federal  budget  sequestration. 

VA  must  prepare  to  meet  the  special  needs  of 
aging  veterans. 

It  should  promptly  convert  excess  hospital 
capacity  to  meet  the  increasing  demand  for  nurs- 
ing home  care,  outpatient  clinics,  functional  reha- 
bilitation, and  other  services  for  older  patients. 
VA  must  tailor  its  affiliations  with  medical 
schools  to  ensure  excellent  care  for  the  genera- 
tion of  World  War  II  veterans  in  their  seventh 
and  eighth  decades  of  life.  VA  must  summon  the 
effort  and  resources  to  preserve  its  place  in  the 
vanguard  of  geriatric  and  long-term  care. 
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GUIDING  PRINCIPLES 


Female  veterans  are  entitled  to  the  same 
level,  quality,  and  access  to  health  care  ser- 
vices as  male  veterans. 

VA  must  complete  renovation  of  facilities  to 
meet  current  privacy  standards,  to  accommo- 
date women  veterans'  gender-specific  needs, 
and  to  fulfill  all  other  statutory  and  accredi- 
tation criteria. 

VA  strategic  planning  should  take  greater 
cognizance  of  dynamics  and  trends  in  the  pri- 
vate-sector health  care  industry  and  in  other 
federal  health  care  programs. 

America's  health  care  system  is  unstable. 
Escalating  costs  and  increasing  numbers  of 
uninsured  and  underinsured  people  are  forcing 
policymakers  to  consider  fundamental  reform  of 
the  U.S.  health  care  delivery  and  financing  sys- 
tems. While  no  one  knows  what  changes  will 
occur,  VA  will  certainly  be  affected.  Plans  to 
expand  insurance  could  reduce  some  veterans' 
reliance  on  VA  facilities.  Overt  rationing  could 
force  many  veterans  to  tum  to  VA  for  services 
not  provided  by  other  programs.  VA  planners 
have  an  obligation  to  guide  VA  into  new  config- 
urations that  will  best  serve  veterans. 

VA's  affiliations  with  medical  schools  are 
essential  to  quality  care  for  veterans. 

The  two  Congressionally  mandated  missions — 
patient  care  and  education  of  health  profession- 
als— are  complementary;  enhancements  to  one 
program  benefit  the  other.  VA  should  make 
every  effort  to  improve  communication  and 
coordination  among  its  facilities  and  their  affili- 
ates. Affiliates  should  have  an  advisory  role  in 
planning  for  VA  medical  programs  and  con- 
comitant responsibility  and  accountability  for 
the  delivery  of  care  to  veterans.  Veterans  ser- 
vice organizations  must  have  an  opportunity  !o 
influence  deans  committee's  decisions  that 
affect  veterans'  health  care. 

Vigorous  research  programs  are  vital  to  the 
integrity  of  the  VA  health  care  system. 

The  academic  medical  model  of  integrated  clini- 
cal care,  research  and  education  is  universally 
accepted  as  the  best  means  of  providing  the 
highest  quality  care.    Compromising  this  model 


by  current  limitations  of  VHA's  research  capa- 
bility would  undermine  the  quality  of  care  avail- 
able to  veterans. 

Veterans  service  organizations  should  have  a 
formal  role  in  VA  strategic  planning. 

Veterans  have  a  proprietary  interest  in  the  VA 
medical  care  system.  They  have  a  right  to  help 
shape  decisions  regarding  mission  changes,  con- 
struction plans,  new  program  location  and 
implementation,  program  closings,  and  affilia- 
tion. The  strongest  political  advocates  of  VA 
medical  care  programs',  continued  integrity  are 
veterans  service  organizations;  their  participa- 
tion in  planning  is  essential  to  success. 

VA  should  site  and  staff  its  facilities  in  areas 
of  the  country  with  the  greatest  need  for  vet- 
erans services. 

The  time  has  come  to  adjust  the  missions  of  VA 
facilities.  For  both  health  care  facilities  and 
regional  offices,  this  means  a  geographic  recon- 
figuration to  bring  VA  resources  into  conjunc- 
tion with  the  veteran  population.  Realignment 
may  require  new  facilities  and  expansion  or 
modification  of  existing  ones.  Construction 
funding  should  ensure  the  integrity  of  VA's 
physical  plant.  There  must  be  no  covert  down- 
sizing of  system  capacity  by  allowing  the  physi- 
cal plant  to  deteriorate. 

Veterans  should  have  a  national  cemetery 
with  available  grave  space  in  every  state. 

Currently,  1 2  states  do  not  have  open  burial  space. 

VA's  mission  to  support  the  military  medical 
system  in  time  of  war  or  national  emergency 
is  essential  to  the  nation's  security. 

VA  must  maintain  its  readiness  to  receive  com- 
bat casualties  and  to  provide  health  care 
resources  in  areas  damaged  by  natural  disasters. 


119 


Summary  of 
Recommendations 

Independent  Budget 

for  Veterans  Affairs 

Fiscal  Year  1994 


18 


120 


Summary  of  Recommendations 


I.  Veterans  Benefits 
Administration  (VBA) 

A.  COMPENSATION,  PENSIONS,  AND 
BURIAL  BENEFITS 

Repeal  the  current  restriction  precluding 
Dependency  Indemnity  Compensation  rein- 
statement for  remarried  surviving  spouses 
or  married  children  who  become  single. 

•  Redefine  veterans'  mandatory  and  discre- 
tionary spending  categories  so  that  these 
categories  conform  to  the  intent  of  enacted 
authorizing  legislation.  At  a  minimum. 
Congress  should  authorize  additional  trans- 
fers from  existing  mandatory  budget 
authority  to  fund  personnel  costs  of  deliver- 
ing authorized  entitlements  to  veterans. 
Legislate,  as  an  entitlement,  reasonable 
timeliness  standards  for  adjudicating  com- 
pensation and  pension  claims. 

•  Repeal  the  Omnibus  Budget  Reconciliation 
Act's  (OBRA)  provisions  that  eliminate  the 
headstone  or  marker  allowance  and  limit 
plot  allowance  eligibility. 


D.  HOME  LOAN  PROGRAMS 

•       Continue  these  programs  for  veterans. 

II.  General  Operatinq  Expenses 
IGOE) 

A.  GENERAL  OPERATING  EXPENSES 
(GOE) 

J.    Veterans  Benefits  Administration 
(VBA) 

Authorize  funding,  by  transfers  from 
mandatory  spending  entitlement  accounts, 
of  VBA's  personnel  costs  for  Veterans 
Services;  Compensation,  Pension,  and 
Education;  and  Vocational  Rehabilitation 
and  Counseling. 

Dedicate  a  line  item  for  training. 
Appropriate  $8  million  to  fund  VBA-wide 
training  activities. 

Re-examine  and  revise  position  descrip- 
tions as  the  VBA  workforce  becomes  better 
trained  and  increase  positions'  grade  levels 
when  appropriate. 


B.  READJUSTMENT  BENEFITS 

Authorize  funding  for  all  vocational  reha- 
bilitation benefits  and  services  from  the 
Readjustment  Benefits  entitlement  account. 
Legislate,  as  an  entitlement,  reasonable 
timeliness  standards  for  VA's  provision 
of  vocational  rehabilitation  services  to 
eligible  veterans. 

C.  VETERANS  INSURANCE  AND 
INDEMNITIES 

•       Continue  these  largely  self-sufficient  pro- 
grams for  veterans. 


Return  appropriations  for  automated 
data  processing  systems  modernization 
to  a  two-year  budget  cycle. 
Reorganize  and  coordinate  automated 
data  processing  activities  along  func- 
tional lines  and  provide  budget  authori- 
ty accordingly. 

V.,.ro,u  S.rvic. 

Authorize  funding  of  VBA's  person- 
nel costs  for  Veterans  Services  by 
transfers  from  mandatory  spending 
entitlement  accounts. 


VA  APPROPRIATIONS  BY  ACCOUNT  (IN  THOUSANDS) 

FY  1992 

FY  1993 

FY  1993 

FY  1994 

FY  1994 

APPROPRIATION 

APPROPRIATION 

IB  CURRENT 

IB  CURRENT 

IB  RECOMMENDED 

SERVICES  LEVEL 

SERVICES  LEVEL 

APPROPRIATION 

General  Operating  Expenses 

$810,256 

$811,919 

$854,826 

$893,037 

$1,066,148 

Office  of  the  Inspector  General 

29,959 

31,182 

31,027 

32,414 

48,485 

National  Cemetery  System 

67,045 

70,668 

70,441 

73,590 

79,900 

TOTAL  GENERAL 

OPERATING  EXPENSES 

5907,260 

$913,769 

5956,294 

5999,041 

51,194,533 

Compensation,  Pension,  and 

Burial  Benefits 

$16,341,619 

$16,618,990 

$16,494,939 

$16,421,906 

$16,421,906 

Readjustment  Benefits 

635,400 

814,010 

814,010 

1,169,400 

1,169,400 

Veterans  Insurance  &  Indemnities 

25,740 

22,730 

22,730 

21,060 

21,060 

Veterans'  Job  Training  Fund 

0 

0 

0 

0 

0 

Loon  Guaranty  Program  Accounts 

175,212 

128,951 

169,538 

208,025 

208,025 

Guaranty  and  Indemnity 

Program  Accounts 

580,817 

554,121 

452,657 

595,090 

595,090 

Direct  and  Other  Loan 

Program  Accounts 

2,732 

2,820 

2,874 

4,385 

4,385 

Native  American  Veteron 

Housing  Loan  Program  Account 

5,000 

5,000 

5,000 

TOTAL  BENEFITS 

$17,761,520 

$18,146,622 

517,956,748 

518,424,866 

518,424,866 

Medical  Core 

$13,618,685 

$14,642,723 

$15,458,979 

$17,131,963 

$18,180,990 

Medical  &  Prosthetic  Research 

227,000 

232,000 

303,188 

317,832 

337,832 

Medical  Admin  and  Medical 

Operating  Expenses 

40,479 

71,954 

51,588 

88,781 

88,781 

Health  Professionals  Educational 

Assistance  Programs 

10,113 

15,113 

15,113 

15,113 

20,113 

Grants  to  the  Republic  of 

the  Philippines 

500 

500 

500 

500 

500 

TOTAL  MEDICAL  PROGRAMS 

$13,896,777 

$14,962,290 

515,829,368 

517,554,189 

518,628,216 

Construction,  Major  Projects 

$414,250 

$492,674 

$788,725 

$788,725 

$788,725 

Construction,  Minor  Pro|ects 

190,701 

149,525 

321,600 

279,200 

279,200 

Parking  Garage  Revolving  Fund 

1 9,200 

1,317 

20,000 

20,000 

20,000 

Grants  for  Construction  of  State 

Veterans  Cemeteries 

5,104 

5,104 

7,800 

4,400 

4,400 

Grants  for  Construction  of  State 

Extended  Core  Facilities 

85,000 

40,000 

40,000 

200,000 

200,000 

TOTAL  CONSTRUCTION  PROGRAMS 

$714,255 

5688,620 

51,178,125 

51,292,325 

51,292,325 

TOTAL  APPROPRIATION 

533,279,812 

$34,711,301 

535,920,535 

538,270,421 

539,539,940 

Soun  e    Budget  of  the  United  States  Government 
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SUMMARY  OF  RECOMMENDATIONS 


Fund  288  additional  FTEEs  to  restore 
acceptable  service  levels  to  veterans 
and  their  families. 
Enhance  telephone  equipment. 

c.  Vocational  Rehabilitation 
Counseling 

Authorize  funding  ot  VBA's  personnel 
costs  for  Vocational  Rehabilitation  and 
Counseling  by  transfers  from  mandato- 
ry spending  entitlement  accounts. 
Fund  568  additional  FTEEs  to  restore 
the  FY  1992  service  level. 
•  Restore  reasonable  timeliness  to 
vocational  rehabilitation  and  coun- 
seling services. 

d.  Insurance'  and  Indemnities 

Fund  87  additional  FTEEs  to  support 
VA's  insurance  activities. 

e.  Compensation,  Pension  and 
Education 

Authorize  funding  of  VBA's  personnel 
costs  for  Compensation.  Pension  and 
Education  by  transfers  from  mandatory 
spending  entitlement  accounts. 
Legislate  as  an  entitlement  reason- 
able timeliness  standards  for  claims 
adjudication. 

•  Fund  375  additional  FTEEs. 

f.  Loan  Guaranty 

Fund  113  additional  FTEEs,  including 
50  for  VA  loan  servicing  activities. 
decreasing  the  probability  of  veterans' 
loan  defaults. 

•  Expand  and  intensify  lender  auditing 
acth  ities 

9.  Support  Services 

Fund  358  additional  FTEEs. 


2.    General  Administration 

•       Fund  a  total  of  3.501  FTEEs  for  all  functii 

a.  Boqrd  of  Veterans  Appe< 

(BVA) 

Fund  172  additional  FTEEs. including 
135  additional  staff  attorneys. 
Reclassify  BVA  board  members  to 
allow  them  pay  equity  with  administra- 
tive  law  judges  (ALJs). 
•  Appropriate  $200,000  for  BVA  train- 
ing activities. 

b.  Generat  Counsel  i;\ 

Fund  92  additional  FTEEs. 

B.  OFFICE  OF  THE  INSPECTOR 
GENERAL 

Fund  104  additional  FTEEs. 

C.  NATIONAL  CEMETERY  SYSTEM 

Appropriate  $80  million  to  move  toward 
meeting  the  burial  needs  of  American  veter- 
ans and  their  families. 

Support  all  costs  associated  with  provid- 
ing entitlements  to  burial  with  mandatory 
spending. 

•  Fund  55  additional  FTEEs. 

III.  Court  of  Veterans  Appeals 

•  Retain  the  FY  1993  FTEE  level. 


SUMMARY  OF  RECOMMENDATIONS 
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IV.  Veterans  Health 
Administration  (VHA) 

A.  MEDICAL  CARE 

7.    Adequate  Appropriations 

•  Designate  funding  for  veterans'  health  enti- 
tlements as  mandator}  --pending 

Enact  legislation  to  carry-over  unspent  dol- 
lars to  the  next  fiscal  year. 

•  Provide  for  transfers  from  the  Department  of 
Defense  to  fund  emergency  preparedness 

•  Authorize  payments  from  the  Veterans 
Benefits  Administration  to  the  Veterans 
Health  Administration  to  pay  for 
Compensation  and  Pension  examinations 

2.  Entitlement  Reform 

•  Grant  all  Category  A  veteran  patients  clear 
entitlement  to  all  types  and  levels  of  VA 
care,  including  preventive  care,  ambulator) 
care,  hospital  care,  nursing  home  care,  hos- 
pital-based home  care,  and  other  non-insti- 
tutional long-term  care  programs. 

•  Grant  immediate  entitlement  to  all  cata- 
strophically  disabled  veterans. 

Provide  adequate  funds  to  deliver  mandated 
services. 

3.  Outpatient  Capacity 

•  Avoid  the  high  costs  of  inpatient  care 
whenever  outpatient  care  is  an  alternative. 
Expand  VA's  capacity  for  non-institutional 
care  to  enhance  patients'  comfort  and  con- 
venience, lower  costs  to  government,  and 
provide  broader  access  to  health  care  ser- 
vices for  veterans. 

4.  Long-Term  Care  Programs 

•  Expand  both  institutional  and  non-institutional 
long-term  care  to  meet  veterans'  needs. 
Fund  more  grants  to  states  to  construct 
nursing  homes  for  veterans. 

•  Place  veterans  in  community  homes  if  no 
VA  facilities  or  state  homes  are  available 
for  veterans. 

•  Lease  nursing  home  facilities  to  increase 
long-term  care  capability 


5.  Sharing  Agreements 

•  Expand  sharing  agreements  to  improve  \ci 
erans'  access  to  quality  care 

6.  Concentration  of  Resources 

•  Merge  programs  where  necessary  to  main- 
i.nii  quality  and  efficiency. 

•  Concentrate  high-tech,  high-cost,  and  spe- 
cial expertise  resources,  and  create  reterral 
networks  around  centers  of  excellence 

•  Provide  the  broadest  range  ol  state-of-the- 
art  medical  services — regional  referral  hos- 
pitals— in  facilities  that  have  strong  affilia- 
tions with  the  nations'  medical  schools. 

•  Designate  regional  referral  hospitals  as  cen- 
ters of  geographic  service  across  the  country. 

•  Make  special  services  through  regional 
referral  hospitals  available  to  all  veterans 
by  network  referral  from  tertiary  and  sec- 
ondary hospitals,  outpatient  clinics,  nurs- 
ing homes,  and  community-based  long- 
term  care  programs. 

•  Match  the  distribution  of  regional  referral 
hospitals  equipment  and  services  with  vet- 
erans' needs. 

•  Formalize  mechanisms  for  incorporating 
the  concerns  of  academic  affiliates  and  vet- 
erans service  organizations  in  planning  and 
resource  allocation  processes 

7.  Planning  Systems 

•  Strengthen  and  coordinate  Veterans  Health 
Administration  planning  systems. 

•  ( 'oordinate  plans  lor  major  construction  and 
equipment  backlog  retirement  with  plans 
tor  system  reconfiguration. 

•  Guide  and  enforce  implementation  of  strale- 
gic  plans  by  allocating  resources  consistent 
with  plans. 

8.  Restructuring  Resources 

•  Review  and  reassign  all  VA  facilities  mis 
sions  through  a  central  authority. 

•  Establish  the  geographic  service  areas 
(GSAs)  that  the  Secretary's  Commission 
oil  the  Future  Structure  of  the  VA  Health 
Care  System  ("Mission  Commission") 
recommended 
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Design  referral  networks  to  concentrate, 
within  GSAs,  high-cost  diagnostic  and 
therapeutic  equipment  in  a  limited  number 
of  hospitals. 

Allocate  funds  to  the  GSA-based  referral 
networks  on  a  capitation  basis,  as  part  of 
restructuring. 

Set  facility  workload  targets  considering 
large  scale  workload  shifts  that  might 
result  from  both  reform  of  veterans'  enti- 
tlement to  health  care  services  and  nation- 
al health  care  reform. 

Account  for  qualitative  information,  such  as 
strength  of  medical  school  affiliations, 
scope  and  quality  of  existing  programs, 
and  accessibility  of  non-VA  resources,  in 
VA  restructuring. 

Involve  all  vested  interests  in  a  formalized 
restructuring  planning  process. 


Improve  beneficiary  travel  to  allow 
appropriate  utilization  of  VA  resources. 


•  Convert  some  inactive  "excess"  beds  to 
"sleeping  beds"  for  traveling  outpa- 
tients who  do  not  require  clinical 
supervision  or  for  caregivers. 

9.    Equipment  Backlog 

•  Take  immediate,  aggressive  action  to 
itemize  and  document  the  equipment  pur- 
chase backlog. 

•  Provide  Congress  with  an  account  of  all 
equipment  needs. 

•  Certify  the  need  for  replacement  medical 
equipment  through  a  central  planning 
authority. 

•  Fund  elimination  of  the  equipment  back- 
log adequately. 


SUMMARY  OF  RECOMMENDATIONS 

10.  Resource  Planning  and  Allocation 
Methodology 

•  Integrate  resource  allocation  with  strategic 
planning. 

•  Make  consistent  and  coordinated  funding 
decisions  to  reconfigure  the  VA  system  in 
accordance  with  the  National  Health  Care 
Plan  (NHCP). 

•  Document  the  methodology's  algorithms 
thoroughly  so  that  regional  and  facility 
administrators  can  understand  them. 

•  Provide  Resource  Planning  Methodology 
(RPM)  documentation  to  veterans  groups. 

1 1.  Information  Resources  Management 
(IRM) 

•  Manage  IRM  activities  from  the  Office  of 
the  Secretary. 

•  Coordinate  and  expand  access  to  applica- 
tions, which  support  planning,  manage- 
ment, operations  and  the  delivery  of  med- 
ical care. 

•  Coordinate  VHA's  data  management  plan- 
ning with  VBA  and  the  National  Cemetery 
System  (NCS). 

•  Coordinate  with  information  providers  and 
users  outside  VA,  such  as  the  Department 
of  Defense,  the  Bureau  of  the  Census,  the 
Health  Care  Financing  Administration,  the 
Social  Security  Administration,  the  Internal 
Revenue  Service,  state  and  local  govern- 
ment health  data  collection  entities,  acade- 
mic, clinical  and  health  services  research 
centers  and  veterans  service  organizations. 

12.  Programs  to  Enhance  System  Quality 

•  Support  quality  assurance  programs  with 
adequate  funding  of  data  and  information 
systems. 

•  Fund  VA  programs  adequately  to  signifi- 
cantly improve  the  quality  of  veterans' 
health  care. 
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13.  Teaching  Affiliations 

•  Shift  the  major  leaching  venue  from  inpatient 
care  in  ambulator)  care  and  surgi-clinics. 
Cultnate  medical  school  taiulty  and  dean 
interest  in  VA  geriatric  care. 
Commission  the  Department  of  Veterans 
Affairs  Special  Medical  Advisory  Group 
(SMAG)  to  review  the  formal  hasis  for 
affiliation  relationships,  to  improve  opera- 
tional communication  and  coopeiation  in 
the  development  of  new  programs  and  edu- 
cational consortia. 

•  Clarify  the  rights  and  responsibilities  of  all 
parties  to  affiliation  agreements  and  set 
guidelines  for  decision-making. 

Involve  national  veterans  service  organi- 
zations in  decisions  that  may  affect  the 
range  and  quality  of  services  VA  facili- 
ties provide. 

14.  Human  Resources  Development 


Monitor  implementation  of  the  Nurse 
Pay  Act  of  1990  and  its  subsequent 
amendments  in  PL  102-585,  particular- 
ly in  the  areas  of  salary  compression 
and  pay  retention. 

•  Give  contract  physicians  practicing  in 
VA  the  same  absolute  or  qualified 
immunity  from  tort  liability  (medical 
malpractice  claims)  that  VA  staff 
physicians  enjoy 


Strengthen  VA/dental  school  affili- 
ations and  seek  opportunities  for 
sharing  resources  and  facilities  with 
dental  schools. 

d.  Physician  Assistants  (PAs) 

•  Explore  PA  training  opportunities  cre- 
ated through  sharing  arrangements. 

•  Involve  PA  leadership  in  implementing 
more  acceptable  pay  grades  and  other 
changes  in  governance. 


•  Allow  for  PA  leadership  to  meet  with 
VHA  leadership  once  each  quarter, 
rather  than  annually. 

1 5.  Independent  Budget  Methodology 


Fund  VA  medical  care  to  allow  VA 
patients  the  same  access  to  high-quality 
health  care  services  in  FY  1994  that 
they  enjoyed  in  FY  1988,  including  the 
improvements  VA  and  Congress  have 
implemented  since  then. 

i.      Payroll 

Bridge  the  gap  between  VA  and 
private-sector  salaries  through  spe- 
cial pay  initiatives. 
Survey  market  needs  and  fund  spe- 
cial pay  initiatives  adequately  to 
ensure  appropriate  implementation. 

(i     Inflation 

Give  VA  a  supplemental  appropri- 
ation to  compensate  dollars  lost  to 
an  inadequate  medical  inflation 
rate  in  any  fiscal  year. 

Hi.    Pharmaceutical  Funding 

•  Compensate  VA  for  the  funding 
shortfall  it  experienced  as  a  result 
of  the  Medicaid  Rebate  Act. 

•  Monitor  the  effects  of  Title  VI- 
Drug  Pricing  Agreements  of  PL 
102-585  in  the  Veterans  Health 
Care  Act  of  1992  on  VA  drug 
prices. 

iv.    Facility  Activations 

•  Re-estimate  the  OMB  slippage  fac- 
tor applied  to  facility  activations 
based  on  recent  VA  experience 


iatives 

Hospital  Inpatients 

Restore  VA's  inpatient  capacity  to 

the  FY  1988  current  services  level 

of  1,086,500  inpatients  treated  in 

VA  medical  centers. 


68-251  0-93-5 
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Accommodate  an  average  daily  cen- 
sus of  1 ,025  in  non-VA  hospitals. 

Intermediate  Care 

Re-examine  the  types  of  patients 
treated  in  VA  intermediate  care  beds. 
Restructure  resources  to  care  for 
intermediate  care  patients  in  the 
most  appropriate  settings. 
Remedy  some  veterans'  misplace- 
ment in  intermediate  care  beds 
through  entitlement  reform. 

Domiciliary  Care 

Expand  the  VA  domiciliary  pro- 
gram to  accommodate  an  average 
daily  census  of  1 1,600  in  FY  1994. 

Outpatient  Care 

Monitor  the  Mobile  Clinic  Health 
Care  Pilot  Program  to  ensure  that 
it  delivers  care  to  veterans  at  a  rea- 
sonable cost  and  produces  favor- 
able health  outcomes. 
Increase  outpatient  workload  to 
achieve  the  Independent  Budget 
FY  1994  target  of  278,000  addi- 
tional staff  and  121,000  additional 
fee  visits. 
Prevention 

Indicate  that  all  patients  have  been 
exposed,  when  appropriate,  to  pre- 
ventive medicine  (PM)  program 
interventions. 

Expand  veterans'  access  to  screen- 
ing for  their  age-  and  gender-spe- 
cific risk  factors. 

Add  one  women  veterans  coordina- 
tor at  each  of  50  centers  with  the 
highest  women's  utilization  rates  of 
ambulatory  care  preventive  services. 
Add  funding  for  approximately 
10.000  fee  visits  for  women's  ambu- 
latory care  preventive  services. 
Add  funding  for  direct  care  staff 
and  equipment  to  Implement  PM 
interventions. 


£L     Outreach  and  Education 

Mobilize  and  appropriately  fund 
such  programs  as  the  Transitional 
Assistance  Program  (TAP)  and 
the  Disabled  Transitional 
Assistance  Program  (DTAP)  to 
ensure  that  "new"  veterans  recog- 
nize benefits  for  which  they  are 
eligible  or  entitled. 

•  Establish  one  dedicated  patient 
health  education  (PHE)  coordi- 
nator at  each  VA  medical  center 
for  patient  education  and  out- 
reach measures. 

£;  Outpatient  Workload  Management 
Eliminate  restrictive  entitlement 
criteria  so  that  VA  can  manage  its 
patients  appropriately. 

•  Expand  case  management  through 
a  "gatekeeper"  throughout  the  sys- 
tem and,  particularly,  with  concur- 
rent entitlement  enhancements  for 
veterans'  health  care. 

v.     Long-Term  Care 

Appropriate  funds  to  expand 
nursing  home  capacity  and 
implement  innovative  long-term 
care  programs. 

a.     Nursing  Homes 

1.     VA  Nursing  Homes 

Increase  the  VA-operated  nursing 
home  census  to  16,742  in  FY  1994 
by  converting  hospital  beds, 
appropriately  exploiting  enhanced 
use  arrangements,  and  leasing 
facilities. 

a.  Bed  Conversions 

•  Convert  1,695  hospital  beds  to 
nursing  home  use  in  FY  1994  and 
FY  1995. 

b.  Major  Construction 

Fund  four  new  120-bed  nursing 
homes  each  year. 

•  Expedite  VA  construction  project 
completion. 
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C-   Nursing  Home  Leases 

•  Lease  six  1 20-bed  nursing  homes  for 
which  VA  personnel  would  manage 
care  and  equipment  in  FY  1 994. 

•  Fund  activation  costs  for  leased 
facilities. 

d.  Enhanced  Use  Leases 

•  Exploit  enhanced  use  arrange- 
ments to  add  240  average  daily 
census  to  the  nursing  home  census. 

2.  State  Nursing  Homes 

•  Increase  state  nursing  home  aver- 
age daily  census  to  12.650  for  FY 
1994. 

3.  Community  Nursing  Homes 

•  Increase  community-based  nursing 
home  census  to  13,000  average 
daily  census  in  FY  1994. 

b.     Non-Institutional  Long-Term 
Care  Options 

1.  Hospital  Based  Home  Care 
(HBHC)  Programs 

•  Activate  HBHC  programs  at  the 
remaining  96  VA  medical  centers 
in  FY  1994. 

2.  Respite  Programs 

•  Activate  respite  programs  at  the 
remaining  44  VA  medical  centers 
in  FY  1994. 

3.  Hospice  Programs 

•  Expand  the  hospice  program  using 
the  Wilkes-Barre  VA  Medical 
Center  as  a  model. 

•  Consider  the  development  of  com- 
munity-oriented hospice  programs 
through  the  hospital  based  home 
care  teams. 

4.  Adult  Day  Health  Care  Programs 

•  Increase  the  number  of  hospitals 
with  VA  or  VA-sponsored  adult  day 
health  care  programs  from  87  to  93. 


Community  Residential  Care 
Establish  community  residential 
care  programs  at  44  VA  medical 
centers. 

Long-Term  Workload 
Management 
Multi-Level  Facilities 
Expedite  the  integration  of  acute 
care  and  long-term  care  programs 
geared  toward  the  elderly,  thereby 
encouraging  continuity  of  care  for 
these  veterans. 

Develop  geriatric  treatment  units, 
to  coordinate  treatment  of  older 
veterans  as  they  move  through  the 
VA  system. 

Establish  four  multi-level,  long- 
term  care  facilities,  one  in  each 
VA  region,  which  is  associated 
with  a  nearby  VA  regional  referral 
center. 

Geriatric  Evaluation  and 
Management  (GEMs)  units 
Expand  VA  GEM  activities  to  pro- 
vide an  information  and  referral 
center  for  community  services, 
such  as  "meals  on  wheels";  home- 
maker  and  shopping  services;  and 
transportation  services,  or  to  per- 
mit VA  to  actually  provide  these 
services  where  possible. 
Increase  the  number  of  geriatric 
evaluation  and  management  units 
from  118  to  171. 

Geriatric  Research.  Education,  and 
Clinical  Centers  (GRECCs) 
Establish  geriatric  research,  educa- 
tion and  clinical  centers 
(GRECCs),  including  one  GRECC 
dedicated  to  treatment  and 
research,  in  five  more  VA  medical 
centers  in  FY  1994. 
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Psycho-Social  Programs 
Coordinate  responses  to  problems 
like    homelessness,    substance 
abuse,  severe  psychoses,  and  post- 
traumatic stress  disorder,  which 
often  "feed"  on  one  another,  to  best 
treat  the  underlying  "roots"  of  the 
veteran's  psycho-social  disorder. 
Homeless  Programs 
Expand  homeless  veterans'  access 
to  programs  that  focus  on  enhancing 
veterans'  independent  living  skills. 
Expand  care  through  the  innova- 
tive programs  VA  now  runs. 
Establish    two    new    Homeless 
Chronically  Mentally  III  veterans 
(HCMI)  programs. 
Long-Term  Psychiatric  Care 
Provide  staffing  and  resource 
enhancements  at  VA's  30  long- 
term  psychiatric  care  facilities. 
Develop  innovative  psychiatric 
care  programs  that  treat  mentally 
ill  veterans  in  less  restrictive  set- 
tings and  expedite  their  return  to 
the  community. 
Substance  Abuse 

Implement  successful  new  treat- 
ment methods  within  VA  pro- 
grams in  a  timely  manner. 
Enhance  program  flexibility,  and 
deal  with  substance  abusers'  spe- 
cial medical  needs. 
Maximize  opportunities  to  offer 
community-based  interventions 
when  appropriate. 
Expand  programs  tailored  to  prob- 
lems underlying  veterans'  sub- 
stance abuse  (such  as  aging,  home- 
lessness, unemployment,  spinal 
cord  dysfunction,  or  post-traumatic 
stress  disorder). 
Veterans'  Industries 
Authorize  150  houses  for  thera- 
peutic     residencies      for      the 
Veterans'  Industries  program. 


Authorize  VA  to  provide  these 
programs  as  joint  ventures  with 
non-profit  entities. 
g\     Post-Traumatic  Stress  Disorder 
(PTSD) 

Establish  PTSD  clinical  treatment 
teams  in  30  additional  VA  medical 
centers. 

Enhance  treatment  resources  at 
existing  facilities. 

vii.  Programs  for  Veterans' 
Specialized  Care  Needs 

a.      Women  Veterans'  Health 
Initiatives 

•  Examine  the  special  needs  of 
women  veterans  in  planning  VA's 
future. 

Increase  publicity  of  women  veter- 
ans coordinators,  who  facilitate 
women  veterans'  entry  to  VA 
facilities  through  outreach  pro- 
grams, which  could  be  mobilized 
through  VBA's  Transitional 
Assistance  Program  and  Disabled 
Transitional  Assistance  Program. 

•  Give  coordinators  direct  access  to 
facility  directors,  to  assist  efforts 
to  train  and  orient  administrative 
staff  to  facilitate  their  women 
patients'  access  to  gender-specific 
VA  health  care  services. 

•  Appoint  a  full-time  women  veter- 
ans coordinator  to  conduct  out- 
reach and  educational  efforts  for 
women  veterans  in  each  region. 

•  Accommodate  privacy  standards 
for  women's  needs,  with  adequate 
toilet  and  shower  facilities  in  each 
VA  facility. 

•  Ensure  women  veterans'  access  to 
specialized  care. 

Investigate  the  most  cost-effective 
means  of  delivering  care  to  enti- 
tled women. 

"Sensitize"  VA  mental  health 
providers  to  the  special  needs  of 
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sexually  abused  women  and  estab- 
lish a  "hotline"  to  facilitate  women 
veterans'  access  to  VA  services. 
Publicize  services  to  women  being 
discharged  from  service. 
Improve  the  complaint  process  for 
sexually  harassed  VA  employees. 
Programs  for  Persian  Gulf  War 
Veterans 

Continue  investigations  into  the 
unexplained  disorders  of  Gulf  War 
veterans. 

Disabled  Veterans'  Programs 
Expand  sharing  agreements  for 
these   programs   when   excess 
capacity  exists. 

Share  expertise  in  disabilities,  not 
only  to  benefit  veterans,  but  to  bene- 
fit the  entire  disabled  community. 
Prosthetics  Services 

Implement  fully  the 
Contracting  Officer  Certifi- 
cation Program  (COCP)  to 
train,  test,  and  certify 
Prosthetics  &  Sensory  Aids 
Service  staff  to  purchase  pros- 
thetic devices  to  reduce 
delayed  orders. 

Coordinate  reporting  systems 
to  enhance  the  availability  of 
prosthetics  to  veterans. 
Complete  implementation  of 
the  Prosthetics  Improvement 
Implementation  Plan. 

Services  for  Veterans  with  Spinal 
Cord  Dysfunction 

•  Fund  adequate  incentive  pay 
to  attract  and  hold  spinal  cord 
injury  (SCI)  qualified  physi- 
cians and  nurses. 

•  Expand  SCI  training  pro- 
grams and  provide  special 
incentives  for  SCI-qualified 
nurses  and  therapists. 

Blinded  Veterans'  Programs 

•  Add  FTEEs  to  reduce  waiting 
times  at  centers  with  extensive 
waiting  times. 


?.  Education  and  Training 
Resident  Training  Programs 
Provide  funds  to  support  1,000 
FTEEs,  to  comply  with  Accred- 
itation Council  on  Graduate 
Medical  Education  (ACGME) 
quality  standards  governing  resi- 
dents' education  and  their  care  for 
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patients. 

b,  Residents/Fellowships  in  High- 
Demand  Specialties 
Add  funds  to  support  160  FTEEs 
for  residencies  or  fellowships  in 
high-demand  specialties,  particu- 
larly in  geriatric  medicine  and 
ambulatory  care. 

t     Tuition  Reimbursement  Program 
Fund  nursing  and  other  clinical 
staff's  tuition  reimbursement. 

d.  Career  Field  and  Service  Chief 
Development 

Provide  a  total  of  20,000  units  of 
training  for  service  chiefs. 

e,  AIDS  Related  Training 

Add  funding  for  AIDS  related 
training. 
L     Satellite  Television 

Provide  funding  for  satellite  televi- 
sion for  training  purposes. 

UL    Decentralized  Hospital  Computer 
Program  (DHCP) 

Expand  DHCP  development  and 
maintenance  staff  in  all  VA  med- 
ical centers. 

Avail  all  VA  medical  centers  of  all 
DHCP  applications. 

£.     Pharmacy 

Fund  the  unit  dose  program  in  the 
remaining  eight  VA  medical  cen- 
ters that  lack  it. 

xl    Equipment  Backlog 

Retire  the  equipment  backlog 
within  the  next  five  fiscal  years. 
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xii.  Non-Recurring  Maintenance  and 
Repair  Backlog 

•  Retire  the  non-recurring  mainte- 
nance backlog  within  the  next  four 
fiscal  years. 

B.   MEDICAL  AND  PROSTHETIC 
RESEARCH 

Regard  outside  funding  for  research  as 
"leveraged"  dollars  that  multiply  the  effec- 
tiveness of  taxpayers'  money,  rather  than  as 
a  substitute  for  Congressional  funding. 
Maintain  sufficient  research  opportunities 
to  attract  and  retain  excellent  physicians. 

•  Implement  recommendations  of  the 
Advisory  Committee  on  Health  Research 
Policy  (ACHRP),  regarding  the  status  of 
VA  research  structure,  research  activities 
and  potential,  and  appropriate  funding. 

•  Provide  $337  million  for  VA  Medical  and 
Prosthetic  Research. 

1.  Medical  Research 

Appropriate  $257  million  for  biomedical, 
clinical,  and  prosthetics  research. 

2.  Health  Services  Research 

Appropriate  $45  million  for  health  ser- 
vices research. 

3.  Rehabilitation  Research 

Appropriate  $35  million  for  rehabilita- 
tion research. 

4.  Areas  of  Special  Concern 

Target  for  research  certain  high-priority 
areas,  such  as  geriatric  studies,  mental 
health,  women's  health  studies,  AIDS 
research,  and  spinal  cord  injury  programs. 
Coordinate  biomedical  research  with  reha- 
bilitation research  and  health  services 
research,  to  improve  the  effectiveness  and 
quality  of  veterans'  care. 


C.  MEDICAL  ADMINISTRATION  AND 
MISCELLANEOUS  OPERATING 
EXPENSES  (MAMOE) 

•  Fund  at  the  FY  1988  staffing  level  to  allow 
VA  to  better  support  its  Department  of 
Defense  (DOD)  contingency  mission  and 
new  initiatives,  including  AIDS  screening, 
education,  and  treatment;  specialized  post- 
traumatic stress  disorder  training;  alterna- 
tive long-term  care  options;  mobile  health 
care;  the  establishment  of  non-profit 
research  corporations;  contract  hospital 
cost  containment;  sharing  arrangements; 
and  programs  for  the  homeless. 
Develop  a  planning  model  that  takes  into 
account  the  national  health  care  delivery 
system  and  VA  entitlement  reforms. 
Further  efforts  to  establish  management 
accountability  for  VHA  operations. 
Implement  a  more  effective  public  rela- 
tions program. 

1.    Staffing  Levels 

Authorize  and  fund  the  FY  1988  level  of 
FTEEs  plus  those  employees  transferred 
from  the  Office  of  Facilities  (383  FTEEs), 
for  a  total  of  982  MAMOE  FTEEs. 
Allow  VA  Central  Office  flexibility  in 
reassigning  current  FTEEs  within 
MAMOE  offices. 

D.  HEALTH  PROFESSIONALS 
EDUCATIONAL  ASSISTANCE 
PROGRAMS 

Provide  a  $20-million  appropriation. 
Provide  medical  school  scholarships  to 
recruit  physicians  and  additional  scholar- 
ships for  allied  professional  personnel. 
Appropriate  $5  million  for  a  pilot  program 
modeled  on  the  military's  Financial 
Assistance  Program  (FAP),  to  recruit  spe- 
cialists into  VA  health  care. 


E.  GRANT  TO  THE  REPUBLIC  OF  THE 
PHILIPPINES 

Appropriate  the  usual  annual  grant  of 
$500,000. 
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V.  Construction  Programs 

A.  MANAGEMENT 
RECOMMENDATIONS 

1.  Organization 

•  Halve  the  number  of  construction-related 
FTEEs  assigned  to  MAMOE.  Delegate 
more  control  and  responsibility  to  medical 
centers  and  regional  staffs. 

Limit  regional  planning  and  construction 
related  staffs.  Emphasize  planning,  coordi- 
nation and  assistance,  not  intrusive  control. 

2.  Process 

•  Review  the  Facility  Design  Planning  pro- 
gram's (FDPP)  adequacy  to  meet  its  long- 
term  goals. 

•  Develop  standard  projects  (for  offices,  clin- 
ics, nursing  homes  and  domiciliary  facili- 
ties) using  the  "design-build"  process. 
Develop  hospitals  using  the  "GM"  (guaran- 
teed maximum  price)  process. 

•  Adopt  the  Commission  on  the  Future 
Structure  of  Veterans  Health  Care  recom- 
mendations to  use  private-sector  "develop- 
ment services  experts"  to  assist  project 
planning,  development  and  review. 
Eliminate  Central  Office  oversight  of  minor 
and  delegated  projects,  unless  the  site 
specifically  requests  such  supervision. 

3.  Standards  and  Criteria 

Use  private-sector  construction  standards 
and  criteria  unless  the  facility  warrants  (and 
requests)  "case-by-case"  exception. 

•  Adopt  private-sector  standard  space  criteria. 
VA  should  grant  deviations  for  disregarding 
space  criteria  only  when  justified. 

4.  Design 

•  Employ  a  "design  to  cost"  methodology. 
Use  established  national  construction  esti- 
mating guides  to  set  "benchmarks"  for  pro- 
ject costs.  Allow  deviations  only  on  a  case- 
by-case  basis. 

•  Design  hospitals  for  ease  of  conversion  to 
nursing  home  care. 


•  Minimize  gross-to-net  space  ratios  to 
reduce  design  inefficiency. 

•  Eliminate  "monumental  designs". 
Structures  built  to  endure  up  to  100  years 
become  obsolete.  It  is  more  appropriate  to 
rebuild  based  on  current  standards  for 
design.  Design  to  meet  the  facility's  basic- 
health  care  missions. 

Eliminate  designs  for  vertical  expansions, 
unless  land  restrictions  preclude  horizontal 
expansion,  to  allow  VA  to  more  easily  con- 
vert contiguous  space  to  a  new  mission. 

5.  Budget  Oversight  and  Cost  Control 

Emphasize  recruitment  and  training  of  per- 
sonnel within  the  new  Office  of  Oversight 
Facilities/Construction  Policy  and 
Oversight  Board  so  that  staff  has  experience 
in  budgeting,  commercial  construction, 
leasing  and  real  estate  development. 

6.  Enhanced  Use 

Allow  local  facilities  to  initiate  and  control 
enhanced  use  projects  (such  as  those  for  day- 
care or  small  retail).  Central  Office  should 
only  assist  when  local  sites  request  it. 

•  Develop  a  staff  with  experience  in  private- 
sector  business  and  real  estate  development 
to  oversee  the  enhanced  use  program. 

7.  Leasing  as  a  Short-Term  Option 

Consider  using  leased  facilities,  principally 
for  long-term  and  outpatient  care,  under 
carefully  controlled  guidelines  that  pre- 
vent leasing  from  replacing  new  construc- 
tion or  an  acceptable  long-term  alternative 
to  VA  construction. 

•  Increase  contracted  long-term  care  as  an 
interim  measure,  until  VA  completes  neces- 
sary construction  and  inpatient  bed  conver- 
sion to  expand  its  nursing  home  capacity. 
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B.  MAJOR  CONSTRUCTION 

Appropriate  $789  million  for  Major 
Construction  projects. 

Fund  construction  of  960  nursing  home  beds. 
Lease  six  new  1 20-bed  nursing  homes. 
Construct  two  new  national  cemeteries 
annually  until  the  National  Cemetery 
System  has  one  open  cemetery  in  each  state. 

C.  MINOR  CONSTRUCTION 

Appropriate  $279  million  for  Minor 
Construction  projects. 

Convert  1.695  hospital  beds  to  nursing 
home  beds. 
•  Support  VA  regional  office  projects,  such 
as  recurring  maintenance  projects,  colloca- 
tion when  it  improves  services,  and 
improvement  of  handicapped  accessibility. 
Fund  existing  national  cemetery  construc- 
tion projects. 

D.  PARKING  GARAGE  REVOLVING 
FUND 

Provide  a  $20-million  appropriation  for  this 
fund,  which  finances  VA  facility  parking 
garage  construction  and  operation. 

E.  GRANTS  FOR  THE  CONSTRUCTION 
OF  STATE  EXTENDED  CARE 
FACILITIES 

Appropriate  $200  million  for  these  grants  to 
fund  all  pending  state  applications  for  the 
slate  home  programs. 

F.  GRANTS  FOR  THE  CONSTRUCTION 
OF  STATE  VETERANS  CEMETERIES 

Appropriate  $4.4  million  for  VA-anticipat- 
ed  program  requirements. 


SUMMARY  OF  RECOMMENDATIONS 
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Entitlement  Reform 

Require  VA  to  provide  the  full  continuum 
of  VA  health  care  services,  including  long- 
term  care,  to  Category  A  veterans. 


Medicare  Reimbursement 

Authorize  a  demonstration  project  requiring 
Medicare  to  reimburse  VA  for  treatment  of 
Medicare-eligible  vets. 


2.  Catastrophically  Disabled 

Include  veterans  who  are  or  become  cata- 
strophically  disabled  as  "Category  A"  vet- 
erans, for  the  purposes  of  entitlement  to  VA 
medical  services. 

3.  Procreative  Services 

Include  in  the  VA  definition  of  "medical 
services"  those  services  designed  to  over- 
come service-connected  and  non-service- 
connected  disabilities  affecting  procreation. 

4.  Medical  Care/Mandatory  Appropriation 

Provide  that  the  VA  medical  care  appropri- 
ation be  designated  as  entitlement  funding, 
and  that  sufficient  funds  be  appropriated  for 
the  VA  Medical  Care  budget  to  maintain  a 
high-quality  health  care  system  and  meet 
the  health  care  needs  of  entitled  veterans. 


9.  Timeliness  Standards 

Mandate  minimum  timeliness  standards  for 
processing  compensation,  pension,  and 
adjudication  claims  and  initiating  vocation- 
al and  counseling  services,  or  require  VA 
to  provide  payment  for  such  benefits  on  an 
interim  basis  for  claims  not  decided  in  a 
timely  (as  defined  by  statute)  manner. 

10.  Sequestration 

Legislatively  provide  total  exemption 
from  sequestration  for  VA  Medical  Care 
appropriation. 

11.  Assistance  for  Providing  Automobiles 
land  Adaptive  Equipment) 

Increase  the  monetary  assistance  provided 
"  veterans  for  purchase  of  automobiles  from 
$5,500  to  $11,000. 


5.  Carry-Over  Authority 

Ensure  that  VA  carry-over  funds  not  spent  by 
the  end  of  the  fiscal  year  to  the  following  year. 

6.  VA  Study 

Require  VA  to  commission  a  study  to  mea- 
sure the  extent  of  veterans'  unmet  health 
care  needs  and  the  timeliness  of  health  care 
delivery. 

7.  VA  Physician  Assistants 

Grant  a  pay  increase  or  revise  pay  cate- 
gories to  offset  salary  compression  and 
retention  and  recruitment  problems. 


12.  "Whistleblovter"  Protection  Act 

Repeal  Title  38  exemption  from  the 
Whistleblower  Protection  Act  to  protect 
employees  who  report  incidents  of  agency 
"wrong-doing"  from  retaliation. 

13.  Compensation  and  Pensions  Examinations 

Give  VA  legislative  authority  to  collect 
funds  from  the  Compensation  and  Pensions 
account  to  cover  costs  to  the  Medical  Care 
account  for  examinations  of  these  pro- 
grams' beneficiaries. 
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14.  Veterans'  Industries  Initiatives 

Authorize  purchase  of  100  (65  additional) 
houses  to  accommodate  the  compensated 
work  therapy/therapeutic  residencies  that 
provide  care  veterans  who  are  substance 
abusers,  homeless  or  mentally  ill. 

Authorize  VA  to  enter  joint  ventures  with 
non-profit  entities,  to  provide  a  more 
accessible  funding  mechanism  for  com- 
pensated work  therapy/therapeutic  resi- 
dency programs. 

15.  Hospice  Programs 

Require  VA  to  provide  hospice  care  ser- 
vices to  terminally  ill  veterans. 

16.  Extend  Immunity  from  Tort  Liability  to 
VA-Contracted  Physicians 

Extend  to  VA-contract  physicians  the  same 
immunity  from  ton  liability  in  medical  mal- 
practice claims  that  is  accorded  to  regular 
VA  physicians. 

17.  Authorize  Funding  for  Cemeteries 

Authorize  funding  for  VA  to  build  a  ceme- 
tery in  each  state  without  an  open  site. 

18    Pay  Equity  for  Board  of  Veterans 
Appeals  Members 

Increase  board  members'  salaries  so  thai 
they  have  pay  equity  with  administrative 
law  judges. 


LEGISLATIVE  PROPOSALS 
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Benefits  Programs 


Compensation  and 
Pensions 

The  Compensation  and  Pensions 
appropriation  provides  funds  for 
payment  of  compensation,  pension, 
and  burial  benefits,  and  some  miscel- 
laneous benefits  described  below. 


Compensation 

Compensation  is  paid  to  veterans  for 
disabilities  incurred  during  active  mili- 
tary service  or  aggravated  during  ser- 
vice. The  rate  of  compensation 
depends  upon  the  degree  of  disability, 
with  additional  payment  for  depen- 
dents of  veterans  rated  at  30  percent  or 
greater.  Dependency  and  Indemnity 
Compensation  (DIC)  is  paid  to  sur- 
vivors of  servicepersons  or  veterans 
whose  deaths  occurred  while  on  active 
duty  or  as  a  result  of  service-connect- 
ed disabilities.  For  survivors  of  veter- 
ans whose  deaths  occurred  prior  to 
December  31,  1992,  the  rates  payable 
depend  on  the  veterans'  military  rank. 
DIC  payments  made  to  surviving 
spouses  of  veterans  who  die  on  or  after 
January  1,  1993,  are  $750  per  month 
plus  a  payment  of  $165  per  month,  to 
spouses  of  veterans  rated  totally  dis- 
abled for  a  continuous  period  of  eight 
years  immediately  proceeding  death. 
To  be  eligible  for  the  $165  monthly 
add-on,  surviving  spouses  must  have 


been  married  to  the  veteran  during  the 
eight-year  period  of  total  disability. 
Effective  January  1,  1993,  survivors 
receive  $100  per  month  for  each 
dependent  child.  In  addition,  service- 
connected  disabled  veterans  who  use 
prosthetic  or  orthopedic  appliances 
that  tend  to  wear  out  clothing  receive 
clothing  allowances. 

Pensions 

Pension  benefits  are  paid  to  aged  (65 
or  older)  veterans  who  received  bene- 
fits prior  to  November  1,  1990.  or  dis- 
abled veterans  of  wartime  service  who 
have  low  income,  and  to  their  sur- 
vivors. (There  is  no  disability  require- 
ment for  survivors.)  Amounts  payable 
depend  on  income  and  number  of 
dependents.  Pensioners  who  have 
joined  the  rolls  since  January  1,  1979, 
receive  "improved  law"  pensions. 
These  "improved  law"  pensions 
include  an  automatic  annual  COLA 
increase  equal  to  the  Social  Security 
COLA,  count  almost  all  income  in 
determining  pension  eligibility,  and 
reduce  pension  amounts  dollar-for- 
dollar  for  income  from  other  sources. 
More  than  half  of  pensioners  and  more 
than  four  of  every  five  pension  dollars 
are  paid  under  the  improved  law  pro- 
gram. Older  pension  programs  have 
major  income  disregards,  with  little  or 
no  reduction  of  pensions  for  income 
from  other  sources,  and  no  automatic 
annual  increases. 


Burial  Benefits  and 

Miscellaneous 

Assistance 

The  Burial  Benefits  program  pro- 
vides for: 

(a)  the  payment  of  a  $300 
allowance  (plus  transportation 
charges  if  death  occurs  under 
VA  care)  to  reimburse  in  part 
burial  and  funeral  expenses  of 
an  eligible  deceased  veteran; 

(b)  the  payment  of  $150  for  a  plot 
allowance  if  an  eligible  veteran 
is  not  buried  in  a  national 
cemetery  or  other  cemetery 
under  the  jurisdiction  of  the 
United  States; 

(c)  the  payment  of  a  burial 
allowance  of  up  to  $1,500  when 
a  veteran  dies  as  the  result  of 
service -connected  disability; 

(d)  a  flag  to  drape  the  casket  of  an 
entitled  deceased  veteran; 

(e)  headstones  or  markers  for 
graves  of  veterans  and.  in  cer- 
tain cases,  graves  of  eligible 
dependents;  and 

(f)  authority  to  provide  graveliners 
for  certain  veterans  interred  in 
the  National  Cemetery  System. 

Miscellaneous  Assistance  serves  to 
meet  the  needs  of  a  select  group  of 
servicepersons,  veterans  and  survivors. 
It  provides  for  the  following: 
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■  Retired  Officers 

Emergency  officers  of  World  War  I  and 
certain  other  officers  who  have  retired 
hecause  of  service-connected  disabili- 
ties are  entitled  to  special  benefits. 

■  Adjusted  Service  and 
Dependence  Pay 

These  claims  were  made  pursuant  to 
the  provisions  of  The  World  War 
Adjusted  Compensation  Act  of  1924.  as 
amended. 


Special  Allowance 
for  Dependents 


Under  certain  conditions,  dependents 
of  certain  veterans  who  died  after 
December  31,  1956.  but  who  were  not 
fully  and  currently  insured  under  the 
Social  Security  Act,  receive  a  special 
allowance. 

■  Mortgage  Insurance 

Mortgage  protection  life  insurance 
(maximum  of  $90,000.  effective 
December  1,  1992)  is  provided  for  ser- 
vice-connected disabled  veterans  who 
have  received  grants  for  specially 
adapted  housing.  Effective  September 
1.  1988.  Public  Law  100-322  autho- 
rized funding  for  this  program  from 
the  Veterans  Insurance  and  Indem- 
nities appropriation. 


The  Dependency 
and  Indemnity 
Compensation  (DIC) 
Remarriage  Provision 

The  IBVSOs  believe  that  the  OBRA 
provision  precluding  reinstatement  of 
survivors'  benefits  for  remarried  sur- 
viving spouses  or  married  children 
who  become  single  is  discriminatory. 
Other  federal  programs — for  example. 
Social  Securitv.  Service  Retirement 


System  (CSRS).  and  the  CIA 
Retirement  and  Disability  System 
(CIARDS) — permit  reinstatement  of 
survivors'  benefits  when  a  surviving 
spouse's  remarriage  terminates.  These 
programs  also  permit  continuing  eligi- 
bility if  remarriage  occurs  after  the 
beneficiary  reaches  a  certain  age. 


w, 


le  see  no  reason, 

however,  why  the 

Congressional  policy 

regarding  remarriage  that 

applies  to  Social  Security, 

CSRS,  and  CIARDS  should 

not  apply  to  DIC. 


The  IBVSOs  wish  to  acknowledge 
the  efforts  of  the  House  and  Senate 
Veterans  Affairs  committees  to  modify 
the  1990  OBRA  DIC  remarriage  provi- 
sion. Public  Law  102-568,  the 
Dependency  and  Indemnity  Compen- 
sation Reform  Act  of  1992,  allows 
reinstatement  of  DIC  benefits  for  sur- 
viving spouses  who  took  legal  action 
before  November  I,  1990.  to  terminate 
their  remarriage,  once  such  legal  action 
formally  terminates  that  marriage. 

We  see  no  reason,  however,  why 
the  Congressional  policy  regarding 
remarriage  that  applies  to  Social 
Security,  CSRS,  and  CIARDS  should 
not  apply  to  DIC.  At  a  minimum,  DIC 
eligibility  should  be  restored  if  a  sur- 
viving spouse's  remarriage  terminates. 

■  Recommendation 

Congress  should  repeal  the  current 
restriction  precluding  DIC  reinstate- 
ment for  remarried  surviving  spouses 
or  married  children  who  become  single. 


Compensation  and 
Pension  Caseload 

Due  to  the  decreasing  number  of 
World  War  I,  World  War  II  and 
Korean  Conflict  veterans,  there  should 
be  nearly  47.000  fewer  veterans  and 
survivors  receiving  compensation  and 
pension  benefits  in  FY  1994  than  in 
FY  1993. 

This  declining  caseload  guaran- 
tees that  Compensation  and  Pensions 
will  not  grow  at  the  rate  of  other 
mandatory  spending  programs.  In  all 
probability,  spending  on  compensation 
and  pensions  will  decline. 

The  Omnibus  Budget  Reconcilia- 
tion Act  of  1990  allows  entitlement 
programs,  which  mandatory  spending 
accounts  fund,  to  grow  with  the  infla- 
tion rate.  So-called  discretionary 
spending  programs,  however,  are  not 
accorded  this  status. 


If  there  are  no  employees 

I    to  adjudicate  benefit 

claims,  an  authorized 

entitlement  is  rendered 

meaningless. 


With  respect  to  veterans'  benefits 
programs,  however,  the  mandatory/ 
discretionary  spending  distinction 
makes  little  sense.  For  example,  the 
costs  of  administering  compensation 
and  pensions  programs  are  considered 
discretionary  even  though  compensa- 
tion and  pension  benefits  are  mandato- 
ry. The  IBVSOs  hold  that  a  benefit 
entitlement  and  its  accurate  adjudica- 
tion and  timely  delivery  cannot  logi- 
cally be  separated.  If  there  are  no 
employees  to  adjudicate  benefit 
claims,  an  authorized  entitlement  is 
rendered  meaningless.    Why  then  are 
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BENEFITS  PROGRAMS 

INDEPENDENT  BUDGET  RECOMMENDED  APPROPRIATIONS 

(IN  THOUSANDS) 


Compensation,  Pension,  and  Burial  Benefits 
Readjustment  Benefits 
Veterans  Insurance  &  Indemnities 
Veterans'  Job  Training  Fund 
Loan  Guaranty  Program  Account 
Guaranty  and  Indemnity  Program  Account 
Direct  and  Other  Loan  Program  Accounts 
Native  American  Veteran  Housing 
Loan  Program  Account 

TOTAL  BENEFITS 


FY  1 994 

FY  1994 

IB  CURRENT 

IB  RECOMMENDED 

5ERVICES  LEVEL 

APPROPRIATION 

$16,421,906 

$16,421,906 

1,169,400 

1,169,400 

21,060 

21,060 

0 

0 

208,025 

208,025 

595,090 

595,090 

4,385 

4,385 

5,000 

5,000 

the  means  needed  to  adjudicate  claims 
considered  discretionary  rather  than 
mandatory? 

The  consequence,  of  course,  is 
that  entitlement-delivery  resource 
needs  are  thrown  into  the  discretionary 
spending  pot,  where  they  are  subject  to 
the  politics  and  pressures  of  such  com- 
peting but  unrelated  interests  as  the 
space  station  and  housing  programs. 
The  results  include  underfunding  for 
the  Veterans  Benefits  Administration 
(VBA)  and.  by  any  standard,  adjudica- 
tive inaccuracy  and  tardiness. 

The  point  is.  of  course,  that  bud- 
getary categories  should  conform  to 
reality.  If  authorizing  legislation 
mandates  a  benefit  or  service, 
mandatory  spending  accounts  should 
fund  the  costs  of  delivering  the  bene- 
fit or  service.  Simply  conforming  the 
budget  process  to  this  reality  would 
rectify  much  of  the  harm  that  the 
budget  process  has  inflicted  on  veter- 
ans for  decades. 

Congress  has  recognized  the  logic 
of  paying  for  VBA  employees  from 
mandatory  spending  accounts.  Prime 
examples  of  these  are  credit  reform 


and  OBRA  activities.  Unfortunately, 
however,  OBRA-related  activities,  for 
the  most  part,  were  geared  toward 
eliminating  entitlements.  A  most 
recent  example  of  covering  the  cost  of 
VBA  employees  from  mandatory 
spending  is  the  new  DIC  formula, 
effective.  January  I,  1993.  We 
applaud  the  Veterans  Affairs  commit- 
tees for  their  foresight  and  urge  them 
to  authorize  funding  for  all  personnel 
costs  for  entitlement  delivery  from 
mandatory  spending  accounts. 

Additionally,  acceptable  quality 
and  timeliness  standards  must  be  inte- 
gral to  entitlement  programs'  funding 
if  the  programs  are  to  have  any  mean- 
ing or  substance.  This  does  not  dimin- 
ish the  need  for  efficient,  innovative 
VA  management  or  OMB  and 
Congressional  scrutiny  of  VA's 
administrative  activities.  To  the  con- 
trary, mandating  quality  and  timeliness 
standards  as  entitlements  provides  a 
benchmark  for  achieving  goals  and 
measuring  VA's  administrative  effec- 
tiveness without  penalizing  veteran 
programs  beneficiaries. 


■  Recommendations 

With  these  considerations  in  mind,  the 
IBVSOs  urge  Congress  to: 

•  Redefine  veterans'  mandatory 
and  discretionary  spending  cat- 
egories so  that  these  categories 
conform  to  the  intent  of  enact- 
ed authorizing  legislation. 
Current  appropriations  for  enti- 
tlement programs  are  shown  in 
Table  2.  At  a  minimum. 
Congress  should  authorize 
additional  transfers  from  exist- 
ing mandatory  budget  authority 
to  fund  personnel  costs  of 
delivering  authorized  entitle- 
ments to  veterans. 

Legislate  as  an  entitlement  rea- 
sonable timeliness  standards 
for  adjudicating  compensation 
and  pension  claims. 


Burial  Benefits 

Burial  benefits  have  historically  repre- 
sented America's  gratitude  to  the  fam- 
ilies of  deceased  veterans.  In  many 
cases,  these  are  the  only  benefits  paid 
as  a  result  of  honorable  wartime  mili- 
tary service. 

VA  estimates  that,  as  the  number 
of  compensation  and  pension  recipi- 
ents declines,  so  will  the  demand  for 
basic  burial  and  plot  allowances.  One 
obvious  factor  in  this  decreasing 
demand  for  burial  benefits  is  1990 
OBRA's  cost-savings  provision, 
which  restricted  eligibility  for  the  bur- 
ial plot  allowance. 

Conversely.  VA  predicts  an 
increased  demand  for  headstones  and 
markers  and  burial  flags.  Effective 
January  1,  1990  the  use  of  gravelin- 
ers  in  VA  national  cemeteries  also 
became  mandatory. 
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■  Recommendation 

Congress  should  repeal  OBRA's  pro- 
visions that  eliminate  the  headstone  or 
marker  allowance  and  limit  plot 
allowance  eligibility. 


Burial  benefits  have 
historically  repres- 
ented America's  gratitude 
to  the  families  of  deceased 
veterans. 


Readjustment 
Benefits 


I  '"\7'I994  appropriations  must 
A  -I  fund  the  following 
Readjustment  Benefits  programs  for 
veterans  and  certain  eligible  depen- 
dents and  servicepersons. 

All  Volunteer  Farce  Educational 
Assistance  (veterans):  Chapter  30, 
Title  38,  USC.  This  program,  known 
as  the  Montgomery  G.I.  Bill  (MGIB)- 
Active  Duty,  provides  educational 
assistance  benefits  to  veterans  whose 
initial  entry  to  active  duty  took  place 
after  June  30,  1985.  The  program's 
purposes  are  to  assist  Armed  Forces 
members'  readjustment  to  civilian  life 
after  separation  from  military  service. 
to  promote  and  assist  the  All- 
Volunteer  Force  program  and  to  aid 
the  retention  of  Armed  Forces  person- 
nel. Participants  must  agree  to  $100- 
per-month  reductions  on  their  military 
pay  for  the  first  12  months  of  active 
duty.  VA  pays  basic  benefits  and 
DOD  pays  supplemental  benefits. 
Service  persons  who  involuntarily  sep- 
arated from  service  after  February  3, 
1991.  and  who  were  not  enrolled  in 
MGIB.  may  elect  (prior  to  separation 
from  active  duty)  to  contribute  $1,200 
and  receive  assistance  under  the 
MGIB  specialized  assistance  program. 

All  Volunteer  Force  Education 
Assistance  (reservists):  Chapter  106, 
Title  10.  USC.  This  program  provides 
educational  assistance  to  persons  who 
enlist,  re-enlist  or  extend  an  enlistment 
in  the  Selected  Reserve  for  not  fewer 
than  six  years  after  June  30,  1985. 
The  program's  purpose  is  to  encourage 
selected  reserve  membership.    DOD 


and  the  Department  of  Transportation 
pay  for  the  program,  while  VA  admin- 
isters it. 

Educational  Assistance  (dependents) 
Chapter  35.  Title  38.  USC.  This  pro- 
gram provides  educational  assistance 
benefits  to  children  and  spouses  of 
veterans  whose  sen. ice-connected  dis- 
ability is  rated  permanent  and  total, 
and  eligible  survivors  of  individuals 
who  die  from  a  service-connected  dis- 
ability or  whose  service-connected 
disability  was  rated  permanent  and 
total  at  time  of  death.  The  program 
also  provides  benefits  to  dependents  of 
servicepersons  who  are  missing  in 
action  or  have  been  interned  by  a  hos- 
tile government  for  more  than  90  days. 

Special  Assistance  to  Disabled 
Veterans  (vocational  rehabilitation) 
Chapter  31.  Title  38.  USC.  This  pro- 
gram provides  benefits  to  disabled 
veterans  enrolled  in  programs  of  voca- 
tional rehabilitation.  Disabled  veter- 
ans also  receive  payments  for  tuition, 
books,  handling  charges,  supplies, 
equipment  and  beneficiary  travel.  The 
program  also  provides  provisions  for 
extended  evaluation  and  independent 
living  services  for  disabled  veterans. 

Special  Assistance  to  Disabled 
I  eierans  (housing  grants):  Chapter 
21,  Title  38,  USC.  This  program  pro- 
vides grants  of  up  to  $38,000,  to  help 
certain  permanent  and  totally  disabled 
veterans  acquire  specially  adapted 
housing  units  with  fixtures  or  movable 
facilities  that  their  service-connected 
disabilities  make  necessary.  Veterans 
with  service-connected  blindness  or 
the  loss  of  (or  loss  of  use  of)  both 
upper  extremities  may  receive  individ- 
ual grants  of  up  to  $6,500. 
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Special  Assistance  to  Disabled 
Veterans  (automobile  grants  and 
adaptive  equipment):  Chapter  39. 
Title  38.  USC.  This  program  provides 
for  a  one-time  grant  of  up  to  $5,500 
for  the  purchase  of  an  automobile  or 
other  conveyance  for  certain  severely 
disabled  veterans  and  servicepersons. 
It  also  provides  for  adaptive  equip- 
ment deemed  necessary  to  ensure  safe 
operation  of  a  vehicle.  Veterans  suf- 
fering from  service-connected  ankylo- 
sis of  one  or  both  knees  or  hips  are  eli- 
gible for  only  the  adaptive  equipment. 
This  program  also  authorizes  replace- 
ment or  repair  of  adaptive  equipment. 

Workstudy:  A  student  pursuing  reha- 
bilitation, education,  or  training  under 
chapters  30.  31.32  and  35  of  Title  38 
USC  and  chapter  106  of  Title  10  has 
potential  eligibility  for  a  work-study 
allowance.  Students  enrolled  in  full- 
time  programs  may  agree  to  perform 
VA-related  services  and  receive  a 
work-study  allowance.  Veterans 
who  are  30  percent  or  more  disabled 
from  service-connected  disabilities 
receive  preference. 

A  student  who  agrees  to  partici- 
pate in  the  work-study  program  ma\ 
work  up  to  250  hours  and  receive  a 
maximum  of  $1,062.50  per  semester. 
Effective  May  1.  1990.  a  student  pur- 
suing at  least  a  three-quarter  time 
(one-half  time  for  Chapter  31  veter- 
ans) program  who  agrees  to  work  up 
to  25  hours  per  week  for  the  enroll- 
ment period  receives  the  higher  of  the 
federal  or  state  minimum  wage.  A 
student  who  agrees  to  work  fewer 
hours  gets  a  proportionally  lesser 
amount.  Students  receive  40  percent 
of  the  amount  of  the  work-study 
agreement  in  advance. 


State  Approving 
Agencies 

This  program  reimburses  state  approv- 
ing agencies  for  the  cost  of  inspecting, 
approving  and  supervising  education 
and  training  programs,  which  educa- 
tional institutions  and  training  estab- 
lishments offer  and  in  which  veterans, 
dependents,  or  reservists  enroll. 


77ie  IBVSOs  applaud  the 

I        Veterans  Affairs 

committees' actions  to 

repeal  the  0BRA  provision 

that  eliminated  vocational 

rehabilitation  for  veterans 

rated  at  10  percent 

disabled. 


The  IBVSOs  would  like  to  note 
here  that  a  provision  of  Public  Law 
102-568.  the  Dependency  and 
Indemnity  Compensation  Reform  Act 
of  1992.  increased,  effective  April  I 
1993.  MGIB  educational  assistance  for 
active  duty  and  reservists  and  indexed, 
beginning  in  FY  1994.  future  increases 
in  MGIB  with  movement  of  the 
Consumer  Price  Index  (CPI). 
Effective  October  I.  1993.  this  law 
also  increases  h\  10  percent  the  sub- 
sistence allowance  rates  paid  to  eligi- 
ble veterans  enrolled  in  Chapter  31 
vocational  rehabilitation  and  indexes 
future  increases  to  the  CPI. 

The  IBVSOs  applaud  the 
Veterans  Affairs  committees'  actions 
to  repeal  the  OBRA  provision  that 
eliminated  vocational  rehabilitation 
for  veterans  rated  at  10  percent  dis- 
abled.   Public  Law   102-568  permits 


veterans  rated  at  10  percent  disabled 
to  receive  vocational  rehabilitation  if 
they  demonstrate  a  severe  employ- 
ment handicap. 

■  Recommendations 

Congress  should  authorize 
funding  for  all  vocational  reha- 
bilitation benefits  and  services 
from  the  Readjustment  Benefits 
entitlement  account. 

Congress  should  legislate,  as  an 
an  entitlement,  reasonable  time- 
liness standards  for  VA's  provi- 
sion of  vocational  rehabilitation 
services  to  eligible  veterans. 


Veterans  Insurance 
and  Indemnities 

The  Veterans  Insurance  and 
Indemnities  (VI&I)  fund  is  the 
onl)  \eterans'  insurance  fund  that 
requires  an  annual  appropriation.  The 
appropriation  subsidizes: 

( I )  providing  service-disabled  vet- 
erans with  insurance  protection 
at  standard  premium  rates:  and 

l2i  disability  payments  when  the 
disability  is  traceable  to  the 
extra  hazards  of  military  service. 

By  law.  the  government  bears 
these  premium  subsidies  and  extra 
hazard  insurance  costs.  Payments 
made  from  this  fund  include  transfers 
to  three  government  life  insurance 
funds  and  direct  payments  to  insurers 
and  beneficiaries 

The  largest  category  of  obliga- 
tions is  the  subsidy  provided  to  the 
Service  Disabled  Veterans  Insurance 
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(SDVI)  fund.  This  fund  requires  a 
subsidy  because  it  provides  life  insur- 
ance protection  at  standard  premium 
rates  to  veterans  with  service-connect- 
ed disabilities  and  is,  therefore,  not 
self-supporting. 

Transfers  are  also  made  to  the 
National  Service  Life  Insurance 
(NSLI)  and  United  States  Government 
Life  Insurance  (USGLIF)  funds  to  pay 
claims  traceable  to  the  extra  hazards  of 
military  service. 

The  VI&I  fund  also  includes  the 
obligations  and  collections  of  a  small 
NSLI  program  under  which  VA 
issued  policies  between  1946  and 
1949  to  veterans  with  service-con- 
nected disabilities.  The  VI&I  appro- 
priation also  provides  disability 
award  payments  to  certain  World 
War  I  veterans.  These  are  total  per- 
manent disability  awards  that  origi- 
nated under  the  War  Risk  Insurance 
programs,  which  ended  in  1926. 

Also  included  under  the  VI&I 
appropriation  is  the  Veterans 
Mortgage  Life  Insurance  (VMLI)  pro- 
gram. Public  Law  100-322,  enacted 
on  May  20,  1988,  transferred  the 
VMLI  program's  administration  from 
a  commercial  insurance  company  to 
VA,  effective  September  1,  1988.  In 
addition,  this  legislation  transferred 
VMLI  expenses  funding  from  the 
Compensation  and  Pensions  appropri- 
ations to  the  Veterans  Life  Insurance 
and  Indemnities  appropriation. 
Effective  December  1,  1992,  this  pro- 
gram provides  $90,000  mortgage  pro- 
tection life  insurance  to  individuals 
who  have  received  grants  for  specially 
adapted  housing.  VA  issues  policies  at 
standard  premium  rates  to  individuals 
who  are  considered  health  risks. 

Except  for  VI&I  payments,  veter- 
ans' insurance  benefits  programs  are 
entirely  self-supporting.    VA  adminis- 


ters seven  life  insurance  programs  and 
supervises  the  administration  of  an 
eighth.  Servicemen's  Group  Life 
Insurance  (SGLI). 

Under  contract  with  VA, 
Prudential  Insurance  Company  admin- 
isters SGLI  through  its  Office  of 
Servicemen's  Group  Life  Insurance 
(OSGLI).  OSGLI  disburses  funds  to 
the  General  Operating  Expenses 
(GOEl  appropriations  to  pay  VA's 
supervisory  expenses. 

VA's  consolidated  Insurance 
Funds  finance  the  following  insur- 
ance programs: 

•  United  States  Government  Life 
Insurance  (USGLI) 

•  National  Service  Life  Insurance 
(NSLI) 

•  Service-Disabled  Veterans 
Insurance  (SDVI) 

•  Supplemental  Service-Disabled 
Veterans  Insurance  (SSDVI) 
(effective  12/1/92) 

Veterans  Reopened  Insurance 
(VRI) 

Veterans       Special        Life 
Insurance  (VSLI) 

Standing  legislation  makes  budget 
authority  available  to  USGLI  and 
NSLI  funds  automatically  each  year 
and.  therefore.  Congress  need  not  take 
action.  Budget  authority  consists  of 
net  cash  income  in  the  form  of  premi- 
um payments,  interest  on  securities, 
and  VI&I  payments  and  offsetting  col- 
lections, which  in  FY  1993  amounted 
to  just  more  than  $1  billion. 

As  of  December  31,  1992. 
approximately  3.1  million  USGLI. 
NSLI,  VSLI  and  SDVI  policies  are  in 
effect.  Since  the  inception  of  these 
insurance  programs,  VA  has  issued 
more  than  24  million  policies.  VA  has 


collected  approximately  $68  billion  in 
income  from  these  policies,  disbursed 
$54.3  billion  to  policyholders  or  bene- 
ficiaries, and  currently  holds  $13.7  bil- 
lion in  reserve  to  cover  future  liabili- 
ties to  these  funds. 


A 


of  December  3 I , 
1992,  approximately 
3. I  million  USGLI,  NSLI, 
VSU  and  SDVI  policies  will 

be  in  etfed. 


In  1992,  VA  paid  annual  cash  div- 
idends for  NSLI,  VSLI,  VRI  and 
USGLI  in  advance  of  their  normal 
anniversary  dates.  VA's  primary  pur- 
pose in  accelerating  payment  of  $408 
million  in  dividends  was  to  provide  an 
economic  stimulus.  Legislation  autho- 
rized a  one-year  open  season,  covering 
September  1.  1991.  through  August 
31.  1992,  during  which  NSLI,  VSLI 
and  VRI  policy  holders  could  use  their 
dividend  credits  to  purchase  paid-up 
additional  insurance.  During  this 
"open  season",  approximately  101.000 
policy  holders  increased  their  insurance 
by  an  estimated  total  of  $505  million. 

Public  Law  102-568.  the 
Dependency  and  Indemnity 
Compensation  Reform  Act  of  1992. 
among  other  things,  modified  VA 
insurance  progiams.  These  modifica- 
tions, which  became  effective 
December  1.  1992,  include: 

•  Increasing  the  amount  of 
Servicemen's  Group  Life 
Insurance  (SGLI)  and  Veterans 
Group  Life  Insurance  (VGLI) 
from  a  maximum  of  $100,000 
to  $200,000: 
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Changing  VGLI  to  a  five-year 
renewal  term  policy: 

Permitting  service-connected 
veterans  insured  under  SDVI 
who  qualify  for  a  waiver  of 
premium  to  purchase  an  addi- 
tional amount  of  SSDVI.  not  to 
exceed  $20,000;  and 

Increase  the  maximum  amount 
of  VMLI  from  $40,000  to 
$90,000. 


Home  Loan  Program 

Congress  created  the  Home  Loan 
Guaranty  Program  in  1944  to 
assist  returning  veterans  who  were 
unable  to  maintain  a  suitable  credit 
rating  or  achieve  the  necessary  savings 
to  afford  a  downpayment  on  a  home. 
Originally,  the  legislation  called  for  a 
sunset  provision  of  five  years;  howev- 
er, because  of  the  program's  populari- 
ty and  success.  Congress  permanently 
codified  it  in  Title  38  in  1970.  The 
Loan  Guaranty  Revolving  Fund 
financed  the  program's  operation. 
Since  its  inception.  VA  has  guaran- 
teed more  than  13.5  million  loans. 
and  approximately  3.5  million  loans 
are  outstanding. 


s 


ince  its  inception,  VA  has 
guaranteed  more  than 
13.5  million  loans. 


For  years,  however,  the  Loan 
Guaranty  Revolving  Fund  (LGRF) 
required  substantial  appropriations  to 
maintain  its  solvency.    High  foreclo- 


sure rates  caused  LGRF  deficits;  how- 
ever, as  prior  Independent  Budgets 
described,  misguided  OMB  policies, 
ineffective  management  practices  and 
an  inadequate  number  of  employees  to 
administer  the  program  also  con- 
tributed significantly  to  LGRF  deficits. 

Congress  addressed  these  prob- 
lems in  The  Veterans  Benefits 
Amendments  of  1989.  This  compre- 
hensive legislation  established  the 
Guaranty  and  Indemnity  Fund  (GIF). 
GIF  finances  Loan  Guaranty  Program 
operations  for  loans  made  on  or  after 
January  I.  1990.  A  major  feature  of 
the  legislation  is  to  indemnify  veterans 
who  default  on  their  home  loans 
against  liability  to  VA. 

In  the  event  of  an  insoluble 
default.  VA.  through  its  contract  of 
guarantee,  stands  ready  to  make  good 
any  loss  the  loanholder  sustains  up  to 
the  guarantee  amount.  To  offset 
expenses.  Congress  raised  the  basic 
loan  guarantee  fee  from  1  percent  to 
1.25  percent  (compensable  rated  ser- 
vice-connected disabled  veterans  and 
spouses  of  veterans  whose  deaths  are 
service-connected  are  exempt  from  the 
fee).  For  loans  with  5-  or  10-percent 
downpayments.  the  loan  tee  was 
reduced  to  0.75  percent  and  0.50  per- 
cent, respectively.  For  loans  made 
between  November  1,  1990.  and 
September  30,  1991.  the  Omnibus 
Budget  Reconciliation  Act  of  1990 
(OBRA)  increased  each  of  these  fees 
bj  i)  625  percent.  Thus,  during  this 
period,  the  basic  fee  was  1 .875  percent, 
and  the  fees  for  5-percent  and  10-per- 
cent downpayment  loans  were  1.375 
percent  and  1.175  percent,  respectively. 
The  OBRA  loan  fee  increase  "sunset'' 
on  September  30.  1991.  and  effective 
October  1.  1991.  the  pre-OBRA  loan 
fees  are  again  in  effect. 

Under  current  legislation,  the 
guaranty  amounts  are  as  follows; 
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•  50  percent  of  loans  of  $45,000 
or  less; 

•  The  lesser  of  $36,000  or  40 
percent  (minimum  of  $22,500) 
of  loans  greater  than  $45,000, 
but  not  more  than  $144,000; 

•  The  lesser  of  $46,000  or  25 
percent  of  loans  greater  than 
$144,000.  to  purchase  or  con- 
struct a  home. 

The  government  contributes  0.75  per- 
cent for  each  guaranteed  loan  (spread 
over  three  years)  and.  for  loans  with  a 
10-percent  downpayment.  0.50  percent 
(spread  over  two  years)  to  GIF.  Credit 
reform  legislation  eliminated  the  need 
for  the  government  contribution  on 
loans  guaranteed  in  1992  and  beyond. 


Credit  Reform 

The  Federal  Credit  Reform  Act  of 
1990.  PL.  101-508,  changed  federal 
credit  program  accounting  to  make  it 
consistent  with  and  comparable  to 
non-credit  transactions.  The  essence 
of  credit  reform  is  to  separate  the  sub- 
sidy costs  from  the  nonsubsidized  cash 
flows  of  credit  transactions  and  to 
focus  base  budgeting  and  analysis  on 
subsidy  costs. 

To  accomplish  the  above  objec- 
tive, credit  reform  separated  federal 
direct  and  guaranteed  loan  programs 
into  the  following  new  accounts: 

■  Liquidating  Accounts 

These  accounts  record  all  cash  flows 
to  and  from  the  government  resulting 
from  direct  loans  obligated  and  loan 
guarantees  committed  prior  to  1992. 
These  accounts  are  shown  on  a  cash 
basis.  All  new  activity  in  these  funds 
in  1492  or  after  are  recorded  in  the 
direct  loan  financing  account. 
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■  Program  Accounts 

These  accounts  record  the  subsidy 
nhn  for  direct  loans  obligated  and 
loan  guarantees  committed  in  1992  or 
after,  and  administrative  expenses  lor 
housing  programs.  The  subsidy 
amounts  are  estimated  on  a  net  pre- 
sent value  basis;  the  administrative 
expenses  are  estimated  on  a  cash  basis 

■  Direct  Loan 
Financing  Account 

This  non-budgetary  account  records 
all  financial  transactions  to  and  from 
the  government  resulting  from  direct 
loans  obligated  in  1992  or  after.  The 
amounts  in  these  accounts  provide  a 
means  of  financing  and  are  not  includ- 
ed in  the  budget  totals. 

■  Guaranteed  Loan 
Financing  Accounts 

These  accounts  record  all  financial 
transactions  to  and  from  the  govern- 
ment, resulting  from  loan  guarantees 
committed  in  1992  or  after. 
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■General  Operating  Expenses 


Introduction 

T"7X/'1994  represents  the  sixth 
-L  -L  consecutive  year  for  which 
the  IBVSOs  have  prepared  an  inde- 
pendent budget  for  General  Operating 
Expenses  (GOE). 

In  last  year's  Independent  Budget, 
the  IBVSOs  expressed  a  sense  of  opti- 
mism that  GOE  and  VBA  in  particular 
were  at  the  threshold  of  restoring  good 
veterans'  benefits  and  services  deliv- 
ery. Unfortunately,  our  optimism  was 
short-lived. 

During  the  past  year,  we  have 
seen  a  dramatic  increase  in  the  time  it 
takes  to  adjudicate  virtually  all  cate- 
gories of  veterans'  claims.  The  per- 
centage of  original  compensation 
claims  not  completed  within  six 
months  grew  from  34.1  percent  in  FY 
1991  to  35.7  percent  by  the  end  of  FY 
1992.  Claims  backlogged  in  the  C&P 
service  soared  to  493,283  in  FY  1992 
from  391.743  in  FY  1991,  represent- 
ing an  increase  of  more  than  100,000 
in  this  one-year  period.  Equally  dis- 
turbing is  the  number  of  claims  pend- 
ing at  rating  boards  in  VA  regional 
offices.  In  the  past  year,  this  number 
has  doubled  from  approximately 
40.000  to  80,000. 

We  must  point  out  that  the 
increased  delay  in  processing  veter- 
ans' claims  results,  in  part,  from  deci- 
sions the  Court  of  Veterans  Appeals 
(CVA)  rendered.  While  we  acknowl- 
edge this  fact,  we  do  believe  VA  react- 


ed slowly  to  the  increased  demands 
the  Court  placed  upon  it.  VA  and 
Congress  must  act  to  restore  timely 
benefit  delivery  to  America's  sick  and 
disabled  veterans  and  their  families. 


During  the  past  year,  we 
have  seen  a  dramatic 
increase  in  the  time  it  takes 
to  adjudicate  virtually  all 
categories  ol  veterans' 
claims. 


The  first  thing  that  must  be 
accomplished  is  an  honest  assessment 
of  what  is  needed,  in  terms  of  employ- 
ees and  equipment,  to  provide  timely 
delivery  of  quality  benefits  decisions 
to  our  nation's  veterans.  This  honest 
assessment,  we  believe,  will  demon- 
strate the  critical  need  for  a  signifi- 
cant increase  in  the  number  of 
employees  needed  to  accomplish  this 
goal.  It  is  also  vital  that  VA  have 
adequate  funding  to  train  its  employ- 
ees. This  will  promote  improved 
productivity  and  is  the  only  way  to 
maintain  the  well-motivated,  effi- 
cient workforce  necessary  to  improve 
the  quality  and  timeliness  of  veter- 
ans' benefits  and  services  delivery. 

In  the  Independent  Budget's 
"Benefits  Programs"  section,  the 
IBVSOs  have  stressed  an  entitlement's 
inseparability  from  its  timely  delivery. 


This  principle  is  the  cornerstone  of  the 
IBVSOs'  funding  recommendations. 
It  also  should  be  the  basis  for  VA 
management's  budgetary  planning. 
VA  should  set  goals  for  timely,  accu- 
rate benefits  and  services  delivery  and 
direct  resource  planning  toward  meet- 
ing those  goals.  Previous  Independent 
Budgets  have  stressed  this  theme.  We 
have  also  gone  a  step  further  by  rec- 
ommending that  Congress  mandate, 
as  an  entitlement,  minimum  timeli- 
ness standards  for  adjudicating  bene- 
fits claims  and  providing  vocational 
rehabilitation. 

We  doubt  that  anyone  disagrees 
with  these  recommendations  in  princi- 
ple; however,  cost  considerations  have 
inhibited  their  implementation.  As  the 
"Benefits  Programs"  section  describes, 
funding  from  mandatory  spending 
accounts  could  provide  the  resources 
to  restore  good  service  to  veterans. 
We  still  believe  that  simply  authoriz- 
ing administrative  cost  transfers  from 
mandatory  entitlement  accounts,  how- 
ever, is  only  a  partial  solution.  Such 
transfers  are  meaningless  unless,  as  a 
condition  of  the  entitlements.  Congress 
sets  and  VA  meets  standards  for  timely 
benefits  and  services  delivery. 

Once  Congress  sets  such  stan- 
dards, VA  could  utilize  the  budget 
process  to  determine  the  resources 
needed  to  meet  them  cost-effectively. 
We  hasten  to  add  that  this  in  no  way 
would  diminish  OMB's  responsibili- 
ties or  Congress's  oversight  role. 
Veterans  must,  however,  have  a  guar- 
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antee  that  VA  will  meet  minimum 
standards  as  a  condition  of  the  enti- 
tlement, and  that  they  will  be  protect- 
ed if,  for  any  reason,  administrative 
resources  are  inadequate  to  deliver 
benefits  and  services  as  Congress 
mandates. 

The  IBVSOs  believe  that  now  is 
the  time  to  link  veterans'  entitlements 
and  their  timely  and  accurate  delivery. 
With  proper  equipment  and  enough 
employees,  VA  management  has  the 
talent  and  dedication  to  meet  reason- 
able timeliness  and  accuracy  standards 
cost-effectively.  The  stability  that 
mandatory  spending  account  funding 
provides  will  ensure  that  the  VA  has 
the  resources  to  do  so.  With  all  these 
pieces  in  place,  the  IBVSOs  are  confi- 
dent that  the  ratio  between  entitlement 
payments  and  their  administrative 
costs  will  decrease  in  future  years. 
This  ratio,  of  course,  is  the  true  mea- 
sure of  productivity,  and  the  IBVSOs 
recommend  that  VA  and  Congress 
adopt  it  as  a  primary  resource  manage- 
ment tool. 

In  discussing  GOE's  two  major 
components.  Veterans  Benefits 
Administration  (VBA)  and  General 
Administration,  we  follow  the  same 
format  as  last  year.  Our  budget  analy- 
sis performs  two  main  functions: 

( 1 )  it  assesses  the  level  of  service  pro- 
vided to  veterans;  and 

(2)  it  recommends  authorizing  and 
appropriations  legislation  to 
restore  adequate  benefits  and  ser- 
vices delivery  to  veterans. 

Our  FY  1994  budget  estimate  for  GOE 
is  in  Table  3.  The  Independent 
Budget  full-time  employee  equivalent 
levels  recommendations  for  FY  1994 
are  in  Table  4. 


GENERAL  OPERATING  EXPENSES 

INDEPENDENT  BUDGET 
RECOMMENDED  APPROPRIATIONS 


Veterans  Benefits  Administration  (VBA) 

Executive  Direction 47,047,000 

Veterans  Services  106,576,000 

Compensation,  Pension  and  Education 208,277,000 

Loan  Guaranty 90,956,000 

Insurance 17,118,000 

Vocational  Rehabilitation  and  Counseling  68,607,000 

IRM 138,968,000 

Support  Services 274,071,000 

Reimbursements -159,815,000 

TOTAL  VBA $791,805,000 

General  Administration  (GA) 

Board  of  Veterans  Appeals 36,200,000 

General  Counsel   50,044,000 

Assistant  Secretary  (or  Finance  and  IRM 1  38,223,000 

Assistant  Secretary  for  Human  Resources  and  Admin 77,221 ,000 

Consolidated  Staff  Offices 25,477,000 

Reimbursements  -52,822,000 

TOTAL  GA $274,343,000 

TOTAL $1 ,066, 1 48,000 

TOTAL $79,900,000 

TOTAL $48,485,000 

TOTAL $1,194,533,000 

wmmmmmmmmmmmmmm 

TOTAL $1,315,943,000 


'This  is  an  intra- governmental  account  which  serves  as  a  government  purchasing  consor- 
tium   The  appropriation  for  the  account  is  not  part  of  the  GOE  account  although  FTEEs  for 
the  function  are  funded  through  GOE 
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Veterans  Benefits  Administration  (VBA 


Executive  Direction 
Veterans  Services 
Compensation,  Pension 

and  Education 
Loan  Guaranty 
Insurance 
Vocational  Rehabilitation 


and  Coun 
IRM 
Support  ServK 


■ling 


473 
2,440 


1,300 

978 

3,214 


TOTAL  VBA  15,800 

General  Administration  (GA) 


449 

2,152 

4,325 
2,067 

428 

732 

778 

2,856 


13,787 


TOTAL  GENERAL  OPERATING  EXPENSES  G0E 


I    21,922     I    19,414  I 


568 
200 
358 


Board  of  Veterans  Appeals 

632 

460 

172 

General  Counsel 

772 

680 

92 

Assistant  Secretary  for  Finance 

and  IRM 

1,235 

1,240 

■5 

Assistant  Secretary  for  Human 

Resources  and  Admin 

549 

524 

25 

Consolidated  Staff  Offices 

313 

261 

52 

TOTAL  GA 

3,501 

3,165 

336 

TOTAL 

1           19,301 

1          16,952   1 

2,349 

TOTAL 

1             1,365 

1            1,310   1 

55 

TOTAL 

1                536 

1              432    1 

104 

Supply 

:und 

1                720 

1              720   1 

0 

The  Challenge 

This  year's  challenge  is  lo  persuade 
Congress  to  authorize  a  stable, 
cost-effective  funding  mechanism  for 
delivering  veterans'  entitlements  expe- 
ditiously and  accurately. 

General  Operating 
Expenses 

■  Veterans  Benefits 
Administration 

The  Veterans  Benefits  Admin- 
istration (VBA)  administers  most  of 
VA's  non-medical  benefits  and  ser- 
vices to  veterans  and  their  dependents. 
It  does  so  through  S8  regional  offices 
(some  of  which  are  medical/regional 
office  centers)  and  through  a  nation- 
wide toll-free  telephone  line.  The  ben- 
efits VBA  administers  include  com- 
pensation for  service-connected 
disabilities;  pensions  for  low-income, 
aged  or  disabled  veterans;  vocational 
rehabilitation;  education  and  training 
support;  home  loan  guarantees;  and 
life  insurance. 

In  the  FY  1991  Independent 
Budget,  the  IBVSOs  proposed  a  long 
range  plan  VBA  could  use  to  restore 
good  service  to  veterans.  The  plan 
required  increasing  employees  and 
interim  automated  data  processing 
(ADP)  improvements,  to  stabilize  and 
gradually  improve  service.  When  the 
VA-wide  integrated  electronic  data 
processing  system  operates  fully  in 
1993  or  1994.  service  should  improve. 
Once  good  service  is  restored,  FTEE 
levels  could  decline. 

In  the  FY  1993  Independent 
Budget,  the  IBVSOs  asserted  that  the 
plan's  basic  elements  were  in  place. 
Short-term    and    long-term    ADP 
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improvements  appeared  to  be  on 
schedule,  and  the  FY  1992  current 
estimate  of  13,747  FTEEs  represented 
a  substantial  increase  in  the  number 
of  employees  available  to  perform 
VBA's  varied,  complex  functions. 
What  remained  to  be  seen  was 
whether  these  much-needed 
resources  would  produce  the  expect- 
ed service  improvements. 

This  year's  Independent  Budget 
recommends  that  Congress  expand 
these  entitlement  account  transfers  to 
fund  VBA  functions  essential  to 
timely  and  accurate  delivery  of 
authorized  benefits  and  services. 
Our  earlier  discussion  of  particular 
benefit  programs  explained  the  logic 
and  utility  of  doing  this. 

We  seek  simply  to  have  the  dis- 
cretionary-mandatory spending 
dichotomy  conform  to  reality. 
Discretionary  means  "regulated  by 
one's  own  judgment  or  choice". 
Mandatory  means  "authoritatively 
commanded  or  required;  obligatory". 
VBA  cannot,  for  example,  refuse  to 
take  and  adjudicate  benefit  claims  or 
arbitrarily  deny  vocational  rehabilita- 
tion services  to  eligible  disabled  veter- 
ans. Personnel  costs  for  delivering 
these  entitlements  are  therefore 
unquestionably  mandatory. 

Some  might  argue  that  the  equip- 
ment and  technologies  needed  to  sup- 
port employees'  performance  of  oblig- 
atory functions  should  be 
management's  choice  and  are  there- 
fore discretionary  costs.  Because 
these  resources  are  indispensable  to 
entitlement  delivery,  however,  man- 
agement cannot  choose  to  function 
without  them  and.  accordingly,  we 
believe  their  costs  are  mandatory. 
Purely  from  a  functional  standpoint. 
VBA's  personnel  costs  for  the 
Veterans  Services;  Compensation. 
Pension  and  Education;  Vocational 


Rehabilitation  and  Counseling;  Loan 
Guaranty;  and  Insurance  functions  are 
mandatory  because  they  are  dedicated 
exclusively  to  delivering  authorized 
entitlement  programs. 


We  seek  simply 
to  have  the 
discretionary-mandatory 
spending  dichotomy 
conform  to  reality. 


Transfers  from  mandatory  spend- 
ing accounts  already  fund  all  Loan 
Guaranty  administrative  costs.  We 
recommend  that  transfers  from  manda- 
tory spending  entitlement  accounts 
also  fund  personnel  costs  for  Veterans 
Services;  Compensation,  Pension  and 
Education;  and  Vocational 
Rehabilitation  and  Counseling. 

This  stable  funding  mechanism  is 
necessary  to  ensure  that  VBA  has 
enough  employees  to: 

(1)  meet  minimum  standards  for 
claims  adjudication  and  vocation- 
al rehabilitation  services;  and 

(2)  restore  good  service  generally. 

If  our  recommendations  were 
implemented,  we  would  not  expect 
VBA's  funding  to  rise  dramatically. 
In  fact,  once  systems  are  fully  modern- 
ized, we  expect  personnel  and  admin- 
istrative costs  in  general  to  stabilize  or 
actually  decrease,  after  allowing  for 
inflation.  The  goal  is  to  deliver  good 
service  as  cost-effectively  as  possible. 

VA  cannot  maximize  cost-effec- 
tiveness, however,  without  a  well- 
equipped  and  well-trained  workforce. 
This  is  particularly  true  when  new 
technologies  and  work  processes  are 
replacing  outmoded  ones. 


Traditionally,  VBA  has  neglected 
training  and  conducted  it  informally, 
on  an  ad  hoc  basis. 

Recently  VBA  has  made  some 
strides  in  training,  most  notably  in 
establishing  the  VBA  Training 
Academy  in  Baltimore.  Maryland. 
During  FY  1992,  VBA's  Compen- 
sation and  Pension  Service  conducted 
nine  separate  training  sessions.  These 
included  the  training  of: 

156  new  veterans  claims  examiners 
during  four  three-week  sessions; 

56  journeyman  rating  specialists 
during  a  one-week  session; 

all  56  of  VA's  hearing  officers 
during  a  one-week  session; 

95  senior  adjudicators  during  two 
one-week  training  sessions;  and 

56  new  adjudication  supervisors 
during  a  one-week  course. 

VBA  should  continue  to  expand 
training  activities.  All  employees 
should  receive  centralized,  focused 
training  shortly  after  hiring  or  pro- 
motion. All  employees  should 
receive  "refresher"  training,  to 
enhance  work  skills,  at  least  once  a 
year.  VBA  should  utilize  training 
technologies,  such  as  video-taping, 
video-conferencing,  and  computer- 
assisted  training  and  testing,  to  con- 
duct ongoing  on-site  training. 

Training  is  an  investment  tha 
pays  large  returns  in  workforce  com 
petence.  innovation  and  productivity 
Systemized  training  also  reduces  on 
the-job  training  costs.  The  IBVSO: 
believe  that  VBA  should  continue  to 
have  a  budget  line  item  for  training.  A 
small  stall  should  develop  and  coordi- 
nate VBA-wide  training  activities. 

For  FY  1993.  we  recommended 
$X  million  to  fund  these  activities. 
The  IBVSOs  once  again  recommend 
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$X  million  for  VBA  training  in  FY 
IW4.  This  equates  to  less  than  $600 
per  VBA  employee,  a  modest  amount 
compared  to  amounts  that  large,  pri- 
vate-sector corporations  invest  in 
training.  For  example.  Xerox 
Corporation  spends  $250  million 
annually  on  formalized,  centrally  coor- 
dinated training  tor  its  1  10.000 
employees,  or  S2.273  per  employee. 


V'A  cannot  maximize  cost- 
effectiveness,  however, 
without  a  well-equipped 
ana1  well-trained  workforce. 


VBA  has  other  resource  needs, 
which  we  discussed  with  particular 
VBA  functions.  The  IBVSOs,  howev- 
er, observe  that,  since  the  initial  FY 
1989  GOE  Independent  Budget,  the 
gap  between  VBA's  resource  needs 
and  its  actual  resources  has  narrowed. 
We  wish  to  acknowledge  the  efforts  of 
VBA  managers  and  employees  and 
our  friends  in  Congress  for  making 
this  possible. 

Training  and  systems  moderniza- 
tion assuredly  will  generate  more 
innovation,  improve  work  quality  and 
timeliness,  and  allow  VBA  to  broaden 
outreach  efforts,  so  that  more  eligible 
veterans  receive  quality,  timely  VA 
benefits  and  services.  As  this  occurs, 
VBA  should  reward  its  workforce  by 
updating  and  revising  position  descrip- 
tions and.  when  appropriate,  increas- 
ing their  grade  levels 


VBA  RECOMMENDATIONS 

•  Congress  should  authorize  fund- 
ing of  VBA's  personnel  costs  for 
Veterans  Services:  Compen- 
sation. Pension  and  Education; 
and  Vocational  Rehabilitation 
and  Counseling  through  Iransters 
from  mandatory  spending  entitle- 
ment accounts. 

•  VBA's  budget  should  have  a 
line  item  for  training.  For  FY 
1994.  Congress  should  appro- 
priate 5>S  million  to  fund  VBA- 
wide  training 

As  VBA's  workforce  becomes 
more  skilled  and  productive,  man- 
agement should  re-examine  and 
revise  position  descriptions,  with 
a  view  toward  increasing  their 
grade  levels. 


INEORMATION  RESOURCES 
MANAGEMENT 

Since  the  Independent  Budget  began. 
VA's  effort  to  modernize  1  is  benefits 
delivery  system  has  been  the  subject 
of  considerable  debate.  Any  modern- 
ization program  would  affect  VBA's 
six  program  areas — which  are  struc- 
tured separately  and  independent  of 
one  another — of  compensation  and 
pension,  education,  insurance,  voca- 
tional rehabilitation,  loan  guaranty, 
and  burial. 

Initially,  the  IBVSOs  were  con- 
cerned that  VA's  ADP  systems  man- 
agement activity  had  "insulated  itself 
from  the  real  world,  believing  that  its 
sole  purpose  is  to  work  toward  a  glob- 
al integrated  system  that  may  be  on- 
line sometime  in  the  future  and  that 
current  problems  will  just  have  to  wail 
lur  the  arrival  oi  the  'big  solution'." 

In  Ihe  FY  1991  Independent 
Budget,  however,  the  IBVSOs  noted, 
and  praised,  a  dramatic  turnaround  in 
attitude  and  direction  in  the  ADP  mod 


ernization  program.  The  FY   1991 

lu,l,  pen, lent  Budget  also  made  two 
recommendations,  with  supporting 
rationale,  to  further  enhance  the  mod- 
ernization program: 

1.  Return  appropriations  for  ADP 
systems  modernization  to  a  two- 
year  budget  cycle. 

"The  very  nature  of  planning, 
testing,  procurement,  and 
implementation  activities  essen- 
tial to  ADP  modernization 
necessitates  at  least  a  two-year 
budget  cycle,"  the  FY  1991 
Independent  Budget  staled 
"Otherwise,  the  budget  process 
inhibits  or  prevents  improve- 
ments in  quality,  timeliness,  and 
productivity  Responsible  OMB 
and  Congressional  oversight  is 
moie  than  sufficient  to  prevent 
overspending  " 

2.  Reorganize  and  coordinate  ADP 
activities  along  functional  lines 
and  provide  budget  authority 
accordingly.  "It  is  important  that 
ADP  activities  do  not  overlap  or 
conflict  with  one  another.  The 
IBVSOs  believe  that  VA  should 
distinguish  between  ADP  activi- 
ties designed  to  improve  and 
enhance  benefits  and  services 
delivery  and  those  designed  to 
serve  internal  administrative  and 
accounting  needs.  The  administra- 
tive and  accounting  functions  are 
better  performed  centrally:  the 
program  delivery  function  decid- 
edly is  not,"  Ihe  FY  1991 
Independent  Budget  said. 

"The  IBVSOs  urge  VA  to 
give  VBA  both  the  authority 
and  responsibility  for  all  ADP 
systems  activities  that  relate 
to  program  delivery,  includ- 
ing equipment  acquisition 
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Those  closest  lo  program 
delivery  can  best  assess  ADP 
needs  and  are  motivated  to 
see  those  needs  met  quickly 
and  efficiently,"  the  FY 
1991  Independent  Budget 
reasoned 

In  the  FY  1993  Independent 
Budget,  the  IBVSOs  expressed  the 
view  that  this  turnaround  had  contin- 
ued under  the  leadership  of  Rhoda 
Manshur,  with  the  support  of  VBA 
Director  D'Wayne  Gray. 


?e  IBVSOs  urge  VA  to  give 
VBA  both  the  authority 
and  responsibility  lor  all 
ADP  systems  activities  that 
relate  to  program  delivery, 
including  equipment 
acquisition. 

The  IBVSOs'  concerns  about 
VA's  ADP  modernization  program 
reached  new  levels,  however,  with  the 
November,  1992,  release  of  a  highly 
critical  General  Accounting  Office 
report  entitled  "Acquisition  of 
Information  Resources  Modernization 
is  Premature". 

While  praising  VBA's  desire  to 
improve  service  to  veterans  by  invest- 
ing in  new  information  technology,  the 
GAO  report  said  VBA's  plan  to  pro- 
ceed with  a  $94-million  acquisition  of 
computer  hardware  and  associated 
software  while  wrestling  with  funda- 
mental change  in  its  business 
processes  is  clearly  premature,  for 
three  major  reasons. 

"First,  it  [VBA]  does  not  yet 
fully  understand  what  man- 
agerial, operational,  or  tech- 


nical problems  need  to  be 
corrected,"  the  GAO  report 
stated.  "Second,  effective 
leadership — capable  of 
bringing  together  program 
managers  and  information 
technology  specialists  in  order 
lo  reach  consensus  on  prob- 
lems and  solutions — is  lack- 
ing. Third,  the  Department's 
CIRO  does  not  possess  the 
essential  authority  to  correct 
identified  problems." 

While  VBA  officials 
acknowledge  that  modern- 
ization without  careful,  coor- 
dinated planning  aimed  at 
determining  future  informa- 
tion needs  will  at  best  pro- 
duce only  marginal 
improvement  in  service  to 
veterans,  the  report, 
GAO/IMTEC-93-6,  ques- 
tioned whether  "such  plan- 
ning and  analysis  can  be 
adequately  and  honestly 
performed  while  procure- 
ment is  continuing". 

"To  invest  people,  time,  and 
money  in  acquiring  informa- 
tion technology  before  fully 
understanding  what  VBA's 
future  business  operation  will 
look  like  risks  having  a  sys- 
tem that  may  require  future 
replacement  because  of  limit- 
ed capability  and/or  inabili- 
ty to  perform  as  intended," 
the  GAO  report  cautioned 
"Delaying  further  moderniza- 
tion procurement  until  VBA 
has  a  clearer  idea  of  where 
it  is  headed  is  the  prudent, 
preferable  alternative  VBA's 
information  system's  modern- 
ization is  too  important  to  be 
rushed;  il  demands — up 
front— the  kind  of  thoughtful, 


unpressured  planning  that 
has  not  yet  been  done." 

The  IBVSOs'  concern  was  magni- 
fied when,  in  a  December  15,  1992, 
letter  to  GAO's  Comptroller  General 
Charles  A.  Bowsher,  U.S.  Rep.  John 
Conyers,  Jr.,  expressed  his  displeasure 
at  VA's  award  of  the  first  phase  of  a 
multi-million  dollar  computer  modern- 
ization contract. 

Representative  Conyers,  chairman 
of  the  House  Committee  on 
Government  Operations,  requested 
that  GAO  respond  to  four  key  areas  of 
concern: 

1.  Why  the  negotiated  minimal  value 
of  the  VBA  stage-one  contract 
increased  fifty-fold  over  earlier 
estimates; 

2.  Why  VBA  awarded  this  first  con- 
tract with  a  maximum  value  of 
$300  million — far  more  than  the 
original  estimated  cost  for  the 
entire  modernization  program; 

3.  Why  only  one  vendor  submitted  a 
"best  and  final"  offer,  although 
more  than  30  vendors  were 
involved  in  the  procurement  at  the 
outset.  This  would  include  assess- 
ing whether  VBA's  justification 
was  valid  and  whether  the  pro- 
curement process  precluded  full 
and  open  competition;  and 

4.  The  schedule  and  estimated  cost 
for  VBA's  second-stage  procure- 
ment, including  an  assessment  of 
VA's  justification  for  any  expect- 
ed cost  increases.  Representative 
Conyers  also  requested  details  on 
conditions  under  which  the  gov- 
ernment may  terminate  the  VBA 
stage-one  contract  and  the  poten- 
tial cost  incurred  under  such  a  ter- 
mination. 
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fe  urge  Congress  to 

ensure  that  VBA 

move  forward  with  a 

realistic,  comprehensive 

plan  to  provide  much 

needed  ADP  improvements 

for  VBA. 


For  more  than  .i  decade,  the 
IBVSOs  have  received  detailed  brief- 
ings on  the  future  capabilities  of 
VBA's  modernization  plans. 
Unfortunately,  to  date,  we  have  seen 
little  improvement  while  witnessing  a 
steady  decline  in  the  timely  delivery 
of  VA  benefits  and  services  to 
America's  veteran  population. 

If  VBA  i.s  to  achieve  its  stated 
goal  of  providing  timely  benefits  to 
America's  veterans,  VBA  must  com- 
plete its  modernization  plan  in  a  time- 
ly fashion.  We  urge  Congress  to 
ensure  that  VBA  move  forward  with  a 
realistic,  comprehensive  plan  to  pro- 
vide much  needed  ADP  improvements 
for  VBA. 

VETERANS  SERVICES 

In  last  year's  Independent  Budget. 
we  noted  that:  Veterans  Services' 
(VSl  basic  problem  has  been  that  it  is 
funded  at  a  level  that  constricts 
demand.  When  hundreds  of  thousands 
of  veterans'  inquiries  go  unanswered 
because  there  are  not  enough  veterans 
benefits  counselors  (VBCs)  to  answer 
telephone  calls,  much  less  conducl 
mandated  outreach  programs,  demand 
for  VA  benefits  and  serv  ices  obviously 
will  he  constricted.  This  budgetary 
shorttall  translates  into  large  unmet 
veterans'  needs  that  VA  cannot  begin 
to  address  with  current  staffing. 


Limiting  demand  for  veterans' 
benefits  and  services  directly  counters 
VS's  Congressional ly  mandated  mis- 
sion    Recent  legislation  significant!) 

increased  demand  for  VA  scr\Kfs 
We  speak  ol  the  Transition  Assistance 
Program  (TAP)  and  the  Disabled 
Transition  Assistance  Program 
(DTAP).  which  Public  Law  101-237 
instituted.  and  the  Defense 
Authorization  Act  for  FY  1441.  which 
contains  provisions  for  a  program  to 
lurnish  counseling  and  assistance  to 
members  of  the  Armed  Forces  who  are 
within  ISO  days  of  separation.  These 
worthwhile  programs,  however,  sim- 
ply increase  the  already-large  number 
ot  mandated  outreach  functions  for 
which  VS  has  the  responsibility  but 
not  the  staff  to  provide.  The  time  is 
long  overdue  to  stop  the  charade  of 
authorizing  programs  without  provid- 
ing a  stable  funding  source  to  imple- 
ment and  administer  them  properly. 

Veterans  Services'  main  tunc 
Hon  is  providing  information,  advice 
and  assistance  regarding  VA  benefits 
and  services.  In  assessing  VS's 
FTEE  and  equipment  needs,  it  is 
important  to  note  the  scope  of  the 
activities  ol  this  critically  important 
information  link  between  VA  and 
America's  veteran  population. 

In  FY  1942.  Veterans  Services 
responded  to  more  than  9  million  tele- 
phone calls  and  conducted  more  than 
I.S  million  face-to-face  interviews 
Veterans  Services  also  conducts  edu- 
cational institution  enrollment  verifi- 
cat i on  and  compliance  \uiku. 
processes  work-study  applications, 
and  conducts  personal  hearings  and 
field  examinations  to  appoint  and  audit 
incompetent  veterans'  fiduciaries. 
Veterans  Services'  outreach  activities 
assist  homeless  veterans,  woman  vet- 
erans, former  POWs.  and  incarcerated 


veterans,  and  provide  "trout  line''  CO 
tact  with  persons  soon  to  be  di 
charged  from  the  military 


In  FY  1992,  Veterans 

I  Services  responded  to 

more  than  9  million 

telephone  calls  and 

conducted  more  than  1.8 

million  face-to-face 

interviews. 


Veterans  Services'  Transition 
Assistance  Program  i  I 'APi  activities 
have  dramatically   expanded.     In 

1990.  VS  conducted  a  pilot  program 
at  approximately  22  military  facili- 
ties. By  the  end  of  1992.  the  pro- 
gram expanded  to  include  I7X  mili- 
tary installations. 

The  following  data  demonstrate 
the  magnitude  of  Veterans  Services' 
TAP  activity   workload.     During  FY 

1991.  Veterans  Services  representa- 
tives participated  in  I.SOO  briefings  lor 
more  than  100.000  service  members. 
In  FY  1992.  VS  military  service  coor- 
dinators completed  164.026  personal 
interviews  and  had  contact  with 
approximately  SS  percent  of  the  esti- 
mated 365.000  members  discharged 
from  military  service  in  1992. 

Two  noteworthy  projects  under- 
way within  the  Veterans  Services  divi- 
sion include: 

an  initiative  with  Compensation 
and  Pension  and  Education 
Services  to  test  various  combina- 
tions ot  veterans'  benefits  coun- 
selors (VBCsi  and  veterans' 
claims  examiners,  to  test  a  case 
management  approach  to  provid- 
ing   veterans    with    expedited 
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claims  action  and  non-rating 
board  adjudication  action. 

Development  of  an  "electronic 
VBC".  consisting  of  a  computer  ter- 
minal touch-display  that  provides 
general  VA  benefits  information. 

Examining  VS's  telephone  ser- 
vices probably  best  illustrates  its  abili- 
ty to  meet  demand  for  its  services.  A 
1991  US  Sprint  study  for  800-service 
lines  at  47  stations  and  local  telephone 
company  studies  for  23  stations  reveal 
the  large  demand  VS  does  not  satisfy. 
These  studies  show  that  blocked  calls 
(those  receiving  a  busy  signal)  repre- 
sent 25.1  percent  of  local  line  calls  and 
35.5  percent  of  800-service  line  calls. 

In  1990,  a  similar  study  revealed  a 
blocked-call  rate  of  9.7  percent  for 
local  lines.  1 1.6  percent  for  800  lines 
and  27.5  percent  for  foreign  exchange 
lines  (VA  phased  out  foreign  exchange 
calls  in  1992).  Current  VS  estimates 
of  blocked  telephone  calls  project  no 
relief.  For  FYs  1992  and  1993,  VS 
projects  3.8  million  and  3.9  million 
blocked  calls,  respectively. 

On  a  positive  note.  VA  imple- 
mented (effective  October  26,  1992)  a 
single,  toll-free  800  number  (1-800- 
827-1000)  that  individuals  can  call 
from  any  location  in  the  fifty  states, 
Puerto  Rico  or  the  Virgin  Islands. 
Unfortunately.  VA's  new  nationwide 
800  number  utilizes  no  routing 
enhancement  features  for  overflow 
traffic.  Therefore,  veterans  now  have 
one  number,  rather  than  several,  at 
which  they  cannot  reach  VA. 

The  abandoned-call  rate  (repre- 
senting those  times  when  the  caller 
gets  through  but.  after  waiting  and  not 
getting  service,  abandons  the  call)  was 
9  percent  nationally  in  FY  1991,  up 
from  8  percent  in  FY  1990.  During 
August.  September  and  October  of 
1992.  the  abandoned  call  rate  stood  at 
1 1  percent.    Abandoned  calls  result 


from  insufficient  telephone  circuits  or 
employees  to  respond  to  veteran's 
calls.  Installing  additional  telephone 
circuits,  with  enhanced  routing  fea- 
tures for  overflow  traffic  during  peak 
calling  times,  and  adding  additional 
employees  to  answer  veterans'  calls 
would  solve  the  blocked  and  aban- 
doned-call problem. 

A  one-time  cost  for  installing  new 
circuits  is  approximately  $200,000 
(with  increased  usage  cost  of  approxi- 
mately $930,000  annually).  VA  esti- 
mates that  it  will  take  approximately 
100  new  VBCs.  at  an  annual  cost  of 
approximately  $3  million,  to  respond 
to  veterans'  calls.  The  total  annual 
cost  for  adequate  telephone  service  is 
less  than  $5  million — a  small  price  to 
pay  to  ensure  American  veterans  have 
access  to  information  on  their 
Congressionally  authorized  benefits 
and  services. 


As  we  state  throughout 
the  Independent 
Budget,  ffie  IBVSOs  believe 
that  the  cost  o\  delivering 
benefits  should  come  horn 
mandatory  spending 
accounts. 


In  last  year's  Independent  Budget, 
we  recommended  a  return  to  the  FY 
1985  staffing  levels  as  a  conservative 
estimate  to  meeting  Veterans  Services' 
FTEE  needs.  Unfortunately,  Veterans 
Services'  projected  2,152  FTEEs  for 
FY  1993  represent  41  less  than  FY 
1992.  If  Congress  intends  VA  to 
meet  the  information  and  outreach 
needs  of  veterans  and  individual  soon- 
to-be  veterans,  it  must  provide  VA 
with  the  resources  to  do  so. 


As  we  state  throughout  the 
Independent  Budget,  the  IBVSOs 
believe  that  the  cost  of  delivering  ben- 
efits should  come  from  mandatory 
spending  accounts.  If  Congress  autho- 
rized funding  of  all  VS  personnel  costs 
by  transfer  from  mandatory  spending 
accounts,  VA  could  staff  VS  adequate- 
ly to  perform  its  mandated  functions. 
Yet,  VA's  Compensation  and  Pension 
account  still  would  not  exceed  manda- 
tory spending  caps.  In  addition,  the 
IBVSOs  note  that  reimbursements 
from  mandatory  spending  accounts 
would  offer  considerably  more  flexi- 
bility to  allocate  VA  resources  where 
they  are  needed  most. 


The  IBVSOs  recommend  2,440 
FTEEs,  so  that  VS  may  begin  to 
satisfy  reasonable  service  levels. 

We  also  recommend  that  VS 
update  its  telephone  equipment. 


VOCATIONAL 
REHABILITATION  AND 
COUNSELING  (VR&C) 

Previous  Independent  Budgets  have 
discussed  at  length  the  problems  con- 
fronting VR&C.  As  the  FY  1943 
Independent  Budget  predicted. 
VR&C's  workload  has  increased  sub- 
stantially. For  many  reasons,  includ- 
ing the  increased  number  of  separa- 
tions from  active  military  service. 
VR&C  expects  a  20-  to  25-percent 
increase  in  the  number  of  veterans  in 
rehabilitation  programs  by  the  end  of 
FY  1993.  Additionally,  as  a  result  of 
legislative  changes  which  created  a 
counseling  benefit  for  separating  ser 
vice  members,  the  education  and  voca- 
tional counseling  workload  within 
VR&C  will  increase  by  approximately 
400  percent  by  FY  1994.  This 
equates  to  approximately  500.000 
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service  members,  veterans  and  eligi- 
ble dependents  of  veterans  receiving 
vocational  counseling. 

In  FY  1991,  Congress  provided 
appropriations  for  69  additional  voca- 
tional rehabilitation  specialists  (VRS), 
reducing  their  average  workload  from 
256  veterans  to  229  veterans  by  the 
end  of  FY  1992.  The  average  amount 
of  time  from  the  point  that  a  veteran 
filed  his  application  for  vocational 
rehabilitation  with  VA  to  the  veteran's 
first  appointment  decreased  from  86 
days  in  FY  1991  to  74  days  by  the  end 
of  FY  1992. 

Due  to  the  projected  increased 
workloads.  VA  estimates  that  in  FY 
1993,  an  average  of  120  days  will 
elapse  from  the  time  a  veteran  files  a 
claim  for  vocational  rehabilitation 
until  he  or  she  sees  a  VA  counselor — a 
46-day  increase  over  FY  1992  and  90 
days  beyond  VR&C's  goal  of  30  days. 
Likewise,  VA  expects  VRS  workload 
to  increase  to  an  average  of  353  veter- 
ans in  FY  1993.  an  increase  of  124 
over  FY  1992  and  227  beyond 
VR&C's  goal  of  125. 


Horn  a  purely  economic 

I    standpoint,  it  is  sound 

public  policy  to  return 

disabled  veterans  to 

meaningful  employment 

fallowing  injury  or  onset  of 

disease. 


FY  1994  projections  are  dismal. 
VA  predicts  a  continuing  decline  in 
VR&C's  ability  to  provide  timely 
vocational  rehabilitation  to  service- 
connected  disabled  veterans,  separat- 
ing service  members  and  eligible 
dependents.    VRS  case  management 


workload  will  leap  to  433  days,  and 
applicant  status  time  will  increase  to 
129  days.  This  trend  must  not  contin- 
ue. Congress  must  provide  VR&C 
with  enough  employees  to  restore 
timely  vocational  rehabilitation  ser- 
vices to  deserving  veterans. 

Experts  agree  that,  to  be  effective, 
rehabilitation  counseling  and  training 
must  begin  as  soon  as  practicable  fol- 
lowing injury  or  disease  onset. 
VR&C  timeliness  and  case  manage- 
ment projections  for  FYs  1993  and 
1994  contravene  conventional  wis- 
dom in  the  rehabilitation  field. 
Additionally,  we  must  point  out  that 
putting  the  disabled  veteran  back  to 
work  is  cost-effective.  Recently,  VA 
studied  3,083  veterans  rehabilitated 
in  1991  and  discovered  the  following 
significant  facts  about  the  benefits  of 
vocational  rehabilitation: 

the  3,083  disabled  veterans  total 
annual  income  before  entering 
vocational  rehabilitation  was 
$11.9  million; 

66  percent  had  no  income 
when  they  entered  vocational 
rehabilitation: 

•  84  percent  were  at  or  below 
poverty  level  entering  training; 

•  following  vocational  training, 
these  veteran's  aggregate  income 
increased  to  approximately  $60 
million — a  402-percent  increase; 

•  after  completing  vocational  reha- 
bilitation, these  veterans  paid  an 
estimated  $3.7  million  to  Social 
Security;  and 

following  vocational  rehabilita- 
tion, these  individuals  paid  $13 
million  in  total  estimated  state  and 
federal  income  taxes. 

From  a  purely  economic  stand- 
point, it  is  sound  public  policy  to 


return  disabled  veterans  to  meaningful 
employment  following  injury  or  onset 
of  disease.  To  do  this,  it  is  estimated 
that  568  additional  employees  will  be 
needed  just  to  provide  the  level  of  ser- 
vices VR&C  provided  in  FY  1992. 


Add  568  employees  to  VR&C. 


INSURANCE  AND 
INDEMNITIES 

VA  administers  seven  life  insurance 
programs,  which  provide  insurance 
protection  for  veterans  and  serviceper- 
sons.  At  the  end  of  1992,  3.1  million 
policies  were  in  effect,  with  a  total 
face  value  of  26.4  billion.  In  addition, 
VA  also  supervises  the  Servicemans' 
Group  Life  Insurance  (SGLI)  and  the 
Veteran's  Group  Life  Insurance 
(VGLI)  programs  which,  by  the  end  of 
1992,  provided  $341  billion  of  insur- 
ance coverage  to  3.6  million  veterans 
and  servicepersons.  The  Service 
Disabled  Veterans'  Insurance  and 
Veterans'  Mortgage  Life  Insurance 
programs  are  the  only  VA-adminis- 
tered  insurance  programs  that  are  still 
open  to  new  issues.  SGLI  and  VGLI 
are  also  open  to  new  issues. 

VA  has  two  insurance  centers 
(located  in  Philadelphia.  Pennsylvania, 
and  St.  Paul,  Minnesota)  that  have 
provided  excellent  service  to 
America's  veterans  and  their  families 
through  the  years.  Due  to  increased 
telephone  inquiries,  the  dividend  credit 
for  paid-up  additions  mailing  that 
Public  Law  102-86  mandated  and  an 
increase  in  death  awards,  VA  antici- 
pates a  substantial  backlog  by  the 
end  of  FY  1993.  The  average  time  to 
process  an  insurance  claim  will 
increase  from  the  FY  1992  level  of 
four  days  to  42  days  by  the  end  of 
FY  1993. 
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!(  is  estimated  that  an  employee 
level  of  515  will  be  required  dur- 
ing FY  1994  to  support  VA's 
insurance  activities. 

COMPENSATION,  PENSION 
AND  EDUCATION 

As  noted  earlier,  during  the  past  year 
we  have  witnessed  a  dramatic  increase 
in  the  time  it  takes  to  adjudicate  veter- 
ans' compensation  claims.  While 
there  are  many  reasons  for  this  dra- 
matic increase — for  example.  US 
Court  of  Veterans  Appeals  decisions 
and  the  military  draw-down — VA's 
compensation  and  pension  service 
simply  does  not  have  enough  employ- 
ees or  the  necessary  equipment  to 
complete  action  on  veterans'  claims 
promptly. 

This  is  not  to  say  that  VA  man- 
agement has  not  striven  to  address 
problems  that  delay  processing  veter- 
ans' compensation  claims.  For  exam- 
ple, between  June.  1991,  and  June. 
1992,  VA,  working  with  the  Veterans 
Health  Care  Administration,  reduced 
processing  time  for  disability  exami- 
nations from  56  to  35  days. 

Likewise,  effective  October  16. 
1992,  the  Army  forwards  medical 
records  to  VA's  service  medical 
records  center  in  St.  Louis.  Missouri, 
within  five  working  days  of  separation 
(for  individuals  who  have  not  filed  a 
compensation  claim  with  VA  while 
still  on  active  duty.)  When  service- 
persons  file  for  VA  compensation  pay- 
ments prior  to  discharge  from  the 
Army,  their  records  are  forwarded  to 
the  regional  offices  serving  their  areas' 
transition  points.  Hopefully,  soon  all 
military  branches  will  supply  VA  with 
service  medical  records  on  the  same 
basis  as  the  Army. 


Wiffiouf  the  necessary 
equipment  and 
employees  to  adjudicate 

veterans'  claims,  little 

progress  can  be  made  to 

reduce  the  overwhelming 

backlog  ol  claims  in  VA's 

adjudication  division. 

While  decreases  in  the  delay  of 
disability  examinations  and  the  receipt 
of  Army  medical  records  are  positive 
accomplishments,  problems  in  these 
areas  still  remain.  For  example,  we 
are  aware  that  some  of  the  expedited 
disability  examinations  are  not  acted 
upon  for  several  months  due  to  the 
backlog  at  regional  office  rating 
boards.  This,  in  some  instances, 
requires  the  issuance  of  a  request  for  a 
new  examination,  as  portions  of  the 
previous  one  may  no  longer  be  valid. 

Similarly,  the  receipt  of  Army 
medical  records  by  VA  within  five 
days  of  a  serviceperson's  separation 
does  not  guaranty  a  dramatic  decline 
in  the  time  it  takes  to  process  original 
compensation  claims.  Without  the 
necessary  equipment  and  employees  to 
adjudicate  veterans  claims,  little 
progress  can  be  made  to  reduce  the 
overwhelming  backlog  of  claims  in 
VA's  adjudication  division. 

Compensation  &  Pension  Service 
has  improved  quality  monitoring  for 
payments  and  service.  VA  expects  the 
FY  1993  compensation  and  pension 
payments  accuracy  rate  to  be  97.8  per- 
cent and  the  service  accuracy  rate  to 
be  93.3  percent.  VA  expects  to 
improve  these  rates  in  1994. 

Compensation  and  Pension 
Service  also  plans  to  develop: 


an  electronic  interchange  with 
other  federal  agencies  to  allow 
adjudication  personnel  on-line 
access  to  information  and  expedite 
action  on  veterans'  benefit  claims; 

an  expert  system  that  will  link 
with  other  systems  to  determine 
what  additional  information  VA 
needs  to  process  veterans'  claims. 

a  voice-activated  transcription 
system  that  will  enable  VA's  rat- 
ing specialists  to  dictate  rating 
decisions  directly  into  a  computer 
system;  and 

•  an  electronic  data  interchange, 
which  will  allow  schools  to  sub- 
mit enrollment  data  electronically 
to  VA  regional  offices. 

Additionally,  at  OMB's  request. 
Compensation  and  Pension  Service 
expects  to  award  a  contract  in  FY 
1994  for  ihe  development  of  a  budget 
model  that  accurately  assesses  work- 
load and  employee  projections  and 
their  effects  on  timeliness.  VA 
expects  this  model  to  be  in  place  for 
the  FY  1997  budget  process. 

It  is  apparent  to  us  that  VBA  man- 
agers with  adequate  resources  can 
restore  good  benefits  delivery  to  this 
country's  veterans.  We  believe  that 
OMB  has  silenced  VBA  managers' 
cries  for  help  by  not  relaying  their  full 
recommendations  to  Congress  This 
practice  must  stop! 

Congress  must  have  a  complete 
assessment  of  VA's  needs  in  order  to 
provide  the  funding  necessary  for  VA 
to  complete  its  benefits  delivery  mis 
sion.  As  slated  previously  in  this 
Independent  Budt-et.  Congressionally 
authorized  benefits  are  rendered  mean- 
ingless if  there  are  no  employees  to 
deliver  them.  Therefore,  the  IBVSOs 
continue  to  recommend  that  Congress 
classify  as  mandatory  the  funding  for 
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employees  necessary  to  adjudicate  vet- 
erans' claims.  Additionally.  Congress 
should  legislate  reasonable  timeliness 
standards  as  an  entitlement. 

During  FY  1992.  VA  processed 
nearly  1.1  million  education  benefit 
claims  for  388.591  veterans,  service- 
persons,  dependents  and  reservists. 
On  average.  VA  took  70  days  to 
process  original  education  claims  dur- 
ing FY  1992.  and  it  expects  this  to 
increase  to  75  and  85  days  in  FYs 
1993  and  1994.  respectively.  VA 
expects  to  achieve  its  goal  of  30  days 
for  70  percent  of  original  education 
claims  during  FY  1992.  The  average 
time  to  process  supplemental  claims, 
such  as  for  re-entrance,  reductions, 
extensions,  and  dependency  actions, 
during  FY  1992  stood  at  87  days. 
During  FYs  1993  and  1994.  projec- 
tions call  for  increases  to  88  and  89 
days,  respectively. 

Most  of  VA's  education  claims 
are  for  benefits  under  Title  38.  USC 
Chapter  30  (67  percent)  and  Title  10. 
USC  Chapter  106  Montgomery  G.l. 
Bill  benefits  (28  percent).  Chapter  30 
claims  are  processed  at  one  of  four 
regional  offices  (Atlanta.  Buffalo, 
Muskogee  and  St.  Louis).  VA  pro- 
jects that  approximately  12  percent 
more  will  use  VA  education  benefits 
during  FYs  1993  and  1994. 

Unlike  compensation  and  pension 
claims.  VA  does  not  have  a  significant 
number  of  pending  education  claims. 
Since  1985.  pending  education  claims 
at  the  end  of  each  September  has  rep- 
resented only  about  I  percent  of  the 
workload  received  during  that  year. 


Increase  CP&E  employment 
level  to  4.700. 


LOAN  GUARANTY 

The  substantial  appropriations 
required  to  maintain  the  solvency  of 
veterans'  home  loan  program  funds 
are  a  continuing  source  of  concern  and 
frustration  for  the  IBVSOs.  While  VA 
has  spent  billions  of  dollars  to  indem- 
nify mortgage  lenders  against  foreclo- 
sure losses,  inadequate  GOE  funding 
for  program  administration  has  caused 
many  of  these  foreclosures  and  the 
consequent  loss  of  veterans'  homes 
and  credit  ratings.  Additionally,  as  of 
FY  1992.  credit  reform  requires  that 
VA  fund  programs'  administrative 
costs  through  transfers  from  mandato- 
ry program  accounts  to  GOE. 

Previous  Independent  Budgets 
have  emphasized  the  cost-effective- 
ness of  having  sufficient  employees  to 
cure  as  many  veteran  defaults  as  possi- 
ble. We  have  demonstrated  time  and 
again  that  effective  loan  servicing  sub- 
stantially reduces  program  costs.  In 
this  regard,  it  bears  repeating  that  the 
intended  primary  beneficiaries  of  vet- 
eran home  loan  programs  are  veterans 
and  not  mortgage  lenders. 

In  FY  1992.  approximately  63 
percent  of  Loan  Guaranty  employees 
(or  1.308)  serviced  delinquent  loans, 
foreclosures  and  property  manage- 
ment. Of  this  figure.  705  FTEEs  dealt 
with  loan  servicing  and  counseling 

Once  VA  leams  that  a  veteran  is 
delinquent  on  his  or  her  guaranteed 
loan,  it  sends  a  servicing  letter  to  the 
borrower,  encouraging  the  borrower  to 
contact  VA.  While  the  lender  has  pri- 
mary responsibility  for  servicing  the 
default  (although  their  efforts  fall  well 
short  of  the  optimum  level).  VA  also 
attempts  to  personally  contact  (usually 
by  telephone)  the  borrower.  These 
personal  contacts  are  the  most  effec- 
tive means  of  curing  defaults. 


Rarely  do  the  goals  of 

deficit  reduction, 

program  integrity  and 

efficiency  and  good 

service  to  veterans  coincide 

so  exactly,  as  they  do  in 

improving  loan  servicing. 

Successful  interventions  produce 
alternatives  to  foreclosure,  such  as 
loan  reinstatements,  refundings,  or 
voluntary  conveyances  (deed-in-lieu- 
of-foreclosure)  or  compromise  claims, 
for  example.  VA  is  charged  with  (1 ) 
helping  veterans  retain  their  homes 
and  avoid  financial  loss  and  (2)  pro- 
tecting the  government's  interes'  by 
minimizing  claim  and  property  acqui- 
sition expenditures. 

Specifically,  in  FY  1992.  VA 
intervention  on  behalf  of  veterans 
saved  $5 1  million.  During  this  period. 
153.389  defaults  caused  the  705 
FTEEs  to  make  more  than  205,000 
servicing  contacts.  The  addition  of  50 
FTEEs  would  greatly  benefit  VA  loan 
servicing  activities.  This  addition 
would  be  cost-effective,  since  success 
ful  intervention  in  only  two  defaulted 
loans  would  more  than  pay  for  each 
employee's  salary  and  expenses,  and 
return  money  to  VA.  Rarely  do  the 
goals  of  deficit  reduction,  program 
integrity  and  efficiency,  and  good  ser 
vice  to  veterans  coincide  so  exactly,  as 
they  do  in  improving  loan  servicing. 


Between  FYs  1987  and  1991,  the 
number  of  new  loans  guaranteed 
declined  from  479.49 1  to  181.167  In 
FY  1992.  however,  the  number  of  new 
loans  guaranteed  rose  to  266.02 1 . 
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The  number  of  defaults  and  fore- 
closures continue  to  decline,  as  do  the 
number  of  properties  on  hand.  FY 
1992  brought  153.3X4  defaults  report- 
ed, down  8.12  percent  from  FY  1991  's 
166.945.  There  were  34.141  liquida- 
tions completed  in  FY  1942.  down  4.6 
percent  from  FY  1991.  Properties  on 
hand  decreased  from  15.444  in  FY 
1991  to  14,122  in  FY  1992.  represent- 
ing a  reduction  of  X.54  percent.  On 
the  other  hand,  acquired  properties 
increased  3.43  percent,  from  33.1X2  in 
FY  1441  to  34,32  I  in  FY  1942. 

The  IBVSOs  note  that,  in  March. 
1990,  VA  established  a  lender  moni- 
toring unit.  In  FY  1992,  this  unit  had 
a  staff  of  25.  We  cannot  overestimate 
the  importance  of  this  oversight/audit 
activity.  In  approximately  X7  percent 
of  cases,  lenders  closed  loans  automat 
ically — that  is,  without  VA  approval, 
and  in  approximately  X5  percent  of 
foreclosures,  VA  acquires  the  proper- 
ties. As  VA  has  learned  through  sad 
experience,  these  factors  combined 
discourage  sound  lender  underwriting 
practices.  The  IBVSOs  therefore 
believe  that  VA  should  expand  and 
intensify  its  lender  auditing  activities. 

The  monitoring  unit,  working 
closely  with  the  Office  of  the 
Inspector  General,  investigates  had 
credit  underwriting  by  lenders.  For 
bad  credit  underwriting  practices, 
lenders  have  paid  more  than  $1  mil- 
lion to  VA.  While  this  amount  may 
seem  trivial,  one  must  consider  more 
than  the  recovery  amount — there  is 
also  the  deterrence  factor.  Continued 
VA  monitoring  should  encourage 
lenders  to  engage  in  sound  under- 
writing practices,  resulting  in  a 
decline  in  foreclosures. 


In  March,  1990,  VA 
f  established  a  lender 
monitoring  unit. 


In  this  regard,  the  IBVSOs  again 
observe  that  the  proposal  to  include 
resale  losses  in  net  value  in  the  no-bid 
formula  (the  formula  that  determines 
whether  VA  will  acquire  foreclosed 
properties)  has  not  resulted  in  the  cata- 
clysm that  some  had  predicted.  We 
believe  it  deters  lenders  from  making 
bad  or  marginal  loans  and  it  has  not 
resulted  in  a  "mass  lender  exodus" 
from  the  program.  Moreover,  since 
VA  only  takes  properties  for  which  it 
will  recover  money,  lenders  have  put 
money  into  properties  to  avoid  having 
to  manage  them.  Approximately  4.4 
percent  of  liquidations  in  FY  1992 
resulted  in  "no-bids."  To  avoid  no- 
bids,  lenders  bought  down  2. 893 
loans.  If  lenders  had  not  bought  down 
these  loans,  the  no-bid  rate  would  have 
been  about  13  percent. 

The  IBVSOs  support  the  current 
no-bid  formula  change.  We  adamant- 
ly oppose,  however,  using  VA-gener- 
ated  savings  for  purposes  other  than 
those  that  serve  veterans.  With  proper 
management  and  sufficient  employees 
to  administer  and  regulate  the  Loan 


w 


/e  cannot 
overestimate 

the  importance  of  this 
oversight/audit  activity. 

Guaranty  Program,  it  can  be  "sell -sus- 
taining." To  allow  money,  however, 
made  or  recouped  by  aggressive  loan 
servicing  and  monitoring  and  loan 
asset  sales  to  go  into  non-VA  pro- 


grams is  unacceptable.  Last  year. 
Congress  identified  $405  million  in 
savings  from  the  change  in  the  no-bid 
formula,  but  we  do  not  believe  that  this 
money  was  put  back  into  VA  programs. 

In  the  past,  the  Independent 
Budget  criticized  the  misguided,  short- 
sighted policies  pertaining  to  loan 
assei  sales.  During  FY  1992.  howev- 
er. VA  conducted  three  sales  that 
earned  more  than  $1.2  billion.  The 
average  of  these  three  sales  netted  the 
VA  100  percent  of  par  on  the  loans. 

Finally,  we  note  the  recent  legisla- 
tive changes  that  took  effect  in 
October,  1992,  and  allow  for  a  three- 
year  pilot  program  on  adjustable  rate 
mortgages  on  VA  guaranteed  loans. 
Also  established  was  a  three-year  pilot 
program  to  permit,  at  the  Secretary's 
discretion,  veteran  and  lender  to  nego- 
tiate VA-guaranteed  loan  interest 
rates.  It  is  too  early  to  predict  what 
effect  these  programs  will  have  on  the 
VA  home  loan  program.  We  anxious 
ly  await  the  reports  required  by  law. 


Add  50  employees  specifically  for 
loan  servicing   activities. 

Increase     the     loan     guaranty 
employee  level  to  2.1X0 


SUPPORT  SERVICES 

The  Support  Services  program  con- 
sists ol  three  operating  activities 
These  include  Administration,  which 
provides  administrative  support  to 
VBA  programs;  Finance,  which  pro- 
vides fiscal  services  to  VA  benefit 
programs  and  other  Department  activi- 
ties; and  Personnel,  which  fills  vacan- 
cies in  various  areas  and  advises  on 
policy  and  program  matters  that  affect 
VBA  personnel  activities. 
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•      VBA   Support  Services   needs 
3.214  employees. 

■  General  Administration 

General  Administration  consists  of  the 
Office  of  (he  Secretary,  six  Assistant 

Secretaries  and  three  VA-level  staff 
officers.  VA  estimates  a  need  for 
3,501  FTELs  to  support  these  activi- 
ties during  FY  1444.  The  IBVSOs 
support  VA's  request. 

BOARD  OF  VETERANS' 
APPEALS  (BVA) 
Title  38,  United  States  Code.  Chapter 
71  established  the  Board  of  Veterans' 
Appeals  (BVA).  Its  chairman  is 
directly  responsible  to  the  Secretary  of 
Veterans  Affairs.  The  President 
appoints  BVA's  chairman  to  a  six-year 
term;  the  Senate  confirms  the  appoint- 
ment. BVA  contains  up  to  66  mem- 
bers, including  a  vice  chairman.  The 
BVA  chairman  recommends  individu- 
als who  are  appointed  by  the  Secretary 
for  Board  membership.  The  Secretary 
appoints  them  (pending  Presidendal 
approval)  for  nine-year  lerms. 

BVA  enters  final  decisions  on 
appeals  to  the  Secretary  of  Veterans 
Affairs  on  matters  involving  VA- 
administered  benefits  BVA's  jurisdic- 
tion encompasses  the  range  of  veter- 
ans benefits,  including  claims  for 
entitlement  to  service  connection,  dis- 
ability ratings,  pension  benefits,  home 
loan  guarantees,  insurance  and  educa- 
tional benefits  BVA's  primary  objec- 
tive is  to  decide  cases  promptly  and 
consistently  in  compliance  with  statu- 
tory, regulatory  and  controlling  prece- 
dent of  the  United  Slates  Court  of 
Veterans  Appeals  (CVA). 

Adverse  VA  field  office  decisions 
are  certified  to  the  BVA  for  review, 
provided  veterans  have  filed  timely 
notices  of  disagreement  with  the  rat- 


•                           BOARD  OF  VETERANS  APPEALS 
OPERATING  STATISTICS  1 

Decisions 

45,308 

33,483 

4,219 

Appeals  Received 

43,093 

38,229 

6,311 

Cases  Pending  (EOY) 

17,235 

21,981 

24,019 

Decisions  per  FTEE 

1094 

81.5 

61  7 

BVA  FTEEs 

411 

411 

460 

i ng  board  determination  and  VA 
receives  timely  substantive  appeals 
following  the  issuance  of  fhe 
Statement  of  the  Case  The 
Statement  of  the  Case  must  outline 
the  issue,  evidence  of  record,  perti- 
nent laws  and  regulations,  and  reason 
for  the  decision.  This  statement  is 
designed  to  assisi  veterans  prepare 
written  and  oral  arguments  to  BVA. 


BVA's  evolving  workload 
as  a  result  of  CVA 
decisions  cannol  be 
adequately  managed 
without  increased  stalling 
and  training  resources. 


The  Veterans'  Judicial  Review 
Act  (VJRA).  Public  Law  100-687 
(November  IX.  1988)  established 
CVA.  which  is  charged  with  review 
ing  appeals  of  BVA  final  decisions 
Prior  to  the  law's  enactment.  BVA 
was  the  final  appellate  authority  for 
almost  all  veterans'  benefits  claims 
veterans  had  no  recourse  to  the  federal 
court  system.  The  BVA  workload 
now  includes  cases  CVA  remanded  to 
BVA  for  additional  development  or 


action,  and  the  additional  responsibil 
it)  under  VJRA  for  reviewing  all  fee 
agreements  between  claimants  and 
attorneys  for  representation  before 
VA  (subsequent  to  a  final  BVA  deci- 
sion). BVA  must  also  interpret  CVA 
decisions  and  assist  the  General 
Counsel  on  certain  matters  before 
CVA.  such  as  memoranda  on  ques- 
tions of  law  and  designation  ol 
records  on  appeal  to  CVA. 

CVA  has  affected  BVA  profound- 
ly. Landmark  CVA  decisions  have  led 
to  substantial  changes  in  BVA's  deci- 
sions, content  and  format  Pivotal 
CVA  decisions  include 

Littke  v.  Derwinski.  I  Vet.App. 
90  (1440)  (setting  forth  principal 
of  statutory  duty  to  assist  i. 

Gilbert  v.  Derwinski.  I  Vet.App 
61  (1440)  (BVA  must  review  al 
evidence  of  record,  weigh  credi 
hility  and  probative  value  ol  evi 
dence.  provide  reasons  or  base 
lor  decisions,  and  consider  benefit 
ol  doubt  doctrine); 

Colvm  V.  Derwinski.  I  Vet.App. 
171  (1991)  (BVA  must  support  Us 
decisions  with  independent  med- 
ical evidence). 

•       Manio  v.  Derwinski,  I   Vei  App 
14(1  (1441)  (BVA  must  perform  a 
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OPERATING  STATISTICS  II 


1990 

46,556 

13.4% 

23.5% 

62.0% 

1.1% 

1991 

45,308 

13.8% 

29.7% 

55.4% 

1.2% 

1992 

33,483 

15.7% 

50.5% 

32.7% 

1.1% 

1993* 

4,219 

13.7% 

55.5% 

29.5% 

1.3% 

two-step  finality  analysis — that  is, 
determine  whether  evidence  is  new 
and  material  and,  if  so,  consider  all 
evidence,  both  new  and  old); 

Douglas  v.  Derwinski,  2  Vet.App. 
103  (1992)  (a  direct  claim  for  ser- 
vice connection  is  not  invalid  as  a 
matter  of  law,  if  the  evidence  of  it 
did  not  manifest  during  service  or 
within  one  year  thereafter):  and 


Schafrath 


Derwinski.     1 


Vet.App.  589  (1991)  (reductions 
carried  out  without  observance  of 
law  are  prejudicial  per  se  unital, 
and  later  BVA  actions  cannot  cor- 
rect them). 

Change  at  BVA  has  occurred  at 
an  unprecedented  rate.  BVA's 
evolving  workload  as  a  result  of 
CVA  decisions  cannot  be  adequately 
managed  without  increased  staffing 
and  training  resources. 


The  CVA's  profound  impact  on  BVA 
has  had  both  positive  and  negative 
effects  on  claims  adjudication.  CVA's 
positive  influence  is  seen  in  the  rising 
number  of  appeals  BVA  allows.  Prior 
to  CVA,  the  BVA  allowance  rate  aver- 
aged about  12  percent.  In  FY  1992, 
the  allowance  rate  peaked  at  15.7  per- 
cent and  then  dropped  to  13.7  percent 


ning  of  FY  1992  and  had  increased  by 
more  than  100  days  to  240  at  the 
beginning  of  FY  1993.  BVA's  aver- 
age processing  time — the  average 
number  of  days  BVA  takes  to  produce 
a  decision — has  also  increased.  In  FY 
1991,  the  processing  time  was  160 
days;  in  FY  1992,  179  days;  and,  in 
the  first  two  months  of  FY  1993,  218 
days.  Based  on  current  staffing  levels, 
it  is  projected  that  BVA's  response 
time  would  be  more  than  550  days  at 
the  end  of  FY  1994! 


for  the  first  two  months  of  FY  1993. 
Remanded  cases  in  FY  1993  have 
reached  almost  56  percent  (greatly 
impacting  regional  offices  around  the 
country),  while  denied  cases  have 
decreased  significantly  from  62  per- 
cent in  FY  1990  to  29.5  percent  in  the 
first  two  months  of  FY  1993.  (See 
Table  5.) 

CVA  has  affected  the  number  of 
decisions  each  FTEE  at  BVA  pro- 
duces. In  FY  1991,  each  FTEE  gener- 
ated 109  decisions;  in  FY  1992,  this 
number  decreased  to  81.5.  and  during 
the  first  two  months  of  FY  1993,  the 
number  of  decisions  per  FTEE  was 
only  61.7.  Although  the  number  of 
appeals  BVA  receives  is  declining,  the 
number  of  pending  cases  at  year's  end 
is  rising.  In  FY  1991,  there  were 
slightly  more  than  17,000  cases.  FY 
1992  brought  almost  22,000  cases  and. 
in  FY  1993,  24,000  cases  are  antici- 
pated. The  number  of  decisions  BVA 
issues  is  also  decreasing.  It  rendered 
45,308  decisions  in  FY  1991  and 
33,483  decisions  in  FY  1992.  For  FY 
1993,  this  figure  will  probably  dip 
well  below  30,000  decisions.  (See 
Table  6.) 

What  does  all  this  mean  for  BVA 
timeliness?  BVA  response  time — the 
number  of  days  it  takes  to  render  deci- 
sions on  pending  appeals  during  a 
year — equaled  189  days  at  the  begin- 


Congress  must  provide 
BVA  with  the  resources 
necessary  to  hire  and  train 
enough  employees  to 
adjudicate  appeals  in  a 
timely  manner. 


There  are  no  "quick  fixes"  for  the 
problems  BVA  faces.  While  the  rapid 
pace  with  which  CVA  issues  "land- 
mark" decisions  may  slow  in  the 
future,  CVA  will  continue  to  effect 
BVA  profoundly,  including  BVA  pro- 
ductivity. The  long-term  solution 
seems  obvious  to  us.  Congress  must 
provide  BVA  with  the  resources  nec- 
essary to  hire  and  train  enough 
employees  to  adjudicate  appeals  in  a 
timely  manner. 

To  combat  some  of  these  adverse 
effects,  the  BVA  Chairman  plans  to 
conduct  almost  3,000  travel  board 
hearings  in  FY  1993,  up  from  1,258  in 
FY  1992,  and  almost  3,500  hearings 
before  BVA  in  Washington,  D.C.. 
more  than  double  the  1 ,394  held  in  FY 
1992.  In  order  to  accomplish  these 
goals,  the  Chairman  has  held  one- 
member  hearings,  instead  of  the  three- 
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member  panel  hearings  routinely  held 
in  the  past.  It  is  too  early  for  the 
IBVSOs  to  determine  the  effectiveness 
of  these  one-member  hearing  panels. 

BVA  staffing  levels  must  also 
increase.  BVA  anticipates  that  by 
February.  1993.  it  will  have  460 
FTEEs.  Yet  to  meet  its  obligations 
for  timely  and  sound  decisions.  BVA 
should  have  632  FTEEs.  or  172 
FTEEs  above  the  FY  1993  level.  Of 
these  172  additional  FTEEs.  135 
should  be  staff  attorneys. 

To  ensure  that  BVA  can  retain 
trained,  qualified  hoard  members,  the 
IBVSOs  recommend  legislation  to 
reclassify  BVA  board  members  to 
allow  them  pay  equity  with  adminis- 
trative law  judges  (ALJs).  The  work 
BVA  board  members  perform  com- 
pares to  that  of  Social  Security  AUs. 
We  believe  that  establishing  pay  com- 
parability between  BVA  board  mem- 
bers and  ALJs  is  fair  and  would  stop 
the  flow  of  some  of  BVA's  most  qual- 
ified board  members  to  the  ranks  of 
Social  Security  ALJs. 

Congress  must  provide  additional 
funding  for  BVA's  training  programs. 
This  is  critical.  For  too  many  years 
the  training  of  BVA  staff  attorneys  has 
been  seriously  neglected.  BVA  cannot 
render  timely,  sound  decisions  and 
achieve  maximum  cost-effectiveness 
without  a  well-trained  work  force. 


BVA  cannot  tender  timely, 
sound  decisions  and 
achieve  maximum  cost- 
effectiveness  without  a  well- 
trained  work  force. 


Training  is  an  investment  that 
pays  large  returns  m  high-quality 
work,  productivity,  innovation  and  a 


highly  competent  work  force.  A  small 
staff  should  exist  to  develop  and  coor- 
dinate BVA-wide  training.  BVA 
should  institute  a  formal,  ongoing 
training  curriculum  for  staff  counsel 
and  board  members. 

Training  activities  must  be  fully 
funded  for  FY  1994,  The  IBVSOs 
recommend  $200,000  to  support 
senior  staff  training  and  travel,  as  well 
as  on-site  training  activities  for  all 
staff  employees.  This  is  a  modest 
amount  compared  to  amounts  invested 
in  training  in  the  private  sector 

Also  an  important  factor  in  produc- 
ing timely,  sound  decisions  is  automa- 
tion and  a  conducive  work  environ- 
ment. To  this  end.  Congress  should 
ensure  that  BVA  has  sufficient  funds  to 
continue  automation  of  board  sections. 


•  For  FY  1994,  BVA  should  have 
632  FTEEs,  1 72  FTEEs  above  the 
current  level. 

•  Of  these  172  additional  FTEEs. 
135  should  be  staff  attorneys. 

•  An  appropriation  of  $200,000 
should  support  BVA's  FY  1994 
training  activities 

■  Congress  should  increase  board 
members'  salaries  so  that  they 
have  pay  equity  with  administra- 
tive law  judges. 

GENERAL  COUNSEL 

The  Office  of  the  General  Counsel 
provides  legal  services  and  advice  to 
the  Secretary  of  Veterans  Atlairs  and 
all  departmental  organizational  com- 
ponents. The  General  Counsel  also 
functions  as  the  Department's  chiel 
legal  officer  in  the  areas  of  legal 
advice,  legislation,  and  litigation. 

The  most  pressing  challenge  the 
Office  of  General  Counsel  faces  is  the 


workload  generated  by  the  United 
States  Court  of  Veterans  Appeals 
(CVA).  As  with  other  VA  compo- 
nents. CVA  has  profoundly  affected 
the  ( (ffice  of  the  General  Counsel 


Increase  employee  level  to  772 
for  FY  1994. 


CONSOLIDATED  STAFF 
OFFICES 

This  section  consolidates  the  Office  of 
the  Secretary;  the  Board  of  Contract 
Appeals;  and  the  Assistant  Secretaries 
for  Acquisition  and  Facilities. 
Congressional  Affairs,  Policy  and 
Planning,  and  Public  and 
Intergovernmental  Affairs. 


Increase  employees  level  to  313 
for  FY  1994. 


ASSISTANT  SECRETARY  FOR 
FINANCE  AND  INFORMATION 
RESOURCES  MANAGEMENT 

The  Assistant  Secretary  tor  Finance 
and  Information  Resources 
Management  is  VA's  chiel  financial 

officer  and  chief  information  resource 
officer.  The  Assistant  Secretary 
directs  diverse  programs,  pertaining  to 
budget,  financial  management,  infor- 
mation resources  management,  manage- 
ment controls,  performance  measure  - 
nieni.  and  telecommunications. 


Provide   1.235  employees  in  FY 
1994. 
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ASSISTANT  SECRETARY  FOR 
HUMAN  RESOURCES  AND 
ADMINISTRATION 

The  Assistant  Secretary  for  Human 
Resources  and  Administration  is  the 
principal  advisor  to  the  Secretary,  the 
Deputy  Secretary  and  other  manage- 
ment officials  concerning  plans,  poli- 
cies and  program  operations  related  to 
the  Department's  human  resources  and 
administration  programs.  The 
Assistant  Secretary  oversees  a  variety 
of  programs.  These  programs  include 
personnel  management,  labor  rela- 
tions, occupational  safety  and  health, 
equal  opportunity,  general  administra- 
tive support  (primarily  Central  Office 
services)  and  office  automation  (pri- 
marily Central  Office  services). 

VA  estimates  that  it  will  need  29 
additional  FTEEs  above  the  FY  1993 
current  budget  estimate.  This  will 
bring  the  average  employment  level  up 
to  549  in  FY  1994. 


Increase  employee  level  to  549 
for  FY  1994. 


Office  of  the  Inspector 
General 

The  Office  of  the  Inspector  General 
conducts  and  supervises  audits, 
inspections  and  investigations;  recom- 
mends policies  to  promote  efficient 
administration  of  and  detect  and  pre- 
vent fraud  and  abuse  in  department 
programs  and  operations;  and  informs 
the  Secretary  and  Congress  about 
problems  and  deficiencies  in  VA  pro- 
grams and  operations  needing  correc- 
tive actions. 


Recommendation 

Increase  employee  level  to  536 
for  FY  1994. 


National  Cemetery 
System 

The  National  Cemetery  System  (NCS) 
was  established  in  1973  pursuant  to 
Public  Law  93-43.  NCS  carries  out 
four  main  activities.  It  inters  deceased 
veterans  and  deceased  active  members 
of  the  armed  forces,  their  spouses,  and 
certain  dependents  in  national  ceme- 
teries that  have  available  grave  space 
and  permanently  maintains  these  grave 
sites;  it  provides  headstones  for  these 
burials  in  national  cemeteries  and  pri- 
vate cemeteries;  it  administers  grants 
to  states  for  state  veterans'  cemeteries; 
and  it  prepares  and  issues  Presidential 
Memorial  Certificates  to  surviving 
family  members  and  others  who 
request  them. 

A  central  office  staff  provides 
management,  administration  and  exec- 
utive direction  of  national  cemeteries. 
Three  national  cemetery  offices  (in 
Atlanta.  Georgia;  Philadelphia, 
Pennsylvania;  and.  Denver,  Colorado) 
supervise  the  cemetery  installations. 
The  Office  of  Memorial  Programs  is 
responsible  for  providing  monument 
and  other  memorial  benefits  to  veter- 
ans and  eligible  family  members. 

NCS  consists  of  114  national 
cemeteries  and  33  soldiers'  lots  and 
plots  and  26  post  cemeteries,  which 
the  Department  of  Defense  will  trans- 
fer to  NCS  per  an  agreement  to  trans- 
fer land  to  NCS  at  Fort  Sheridan. 
Illinois,  to  construct  a  new  national 
cemetery  in  Chicago,  Illinois.  Since 
its  inception  in  1973.  NCS  has  interred 
nearly  one  million  veterans  and  their 
eligible  dependents  and  has  processed 
more  than  five  million  headstone  and 
marker  applications.  During  FY  1994 
NCS  expects  to  inter  70,000  veterans 
and  eligible  dependents  in  national 
cemeteries,  an  increase  of  1.600  over 
FY  1993;  maintain  2,041,730  occu- 
pied grave  sites,  up  by  54,320  over  FY 


1993;  process  320,000  applications  for 
headstones  or  markers,  12,000  more 
than  projected  for  FY  1993;  and  issue 
362,000  Presidential  Memorial 
Certificates,  an  increase  of  32,000 
above  FY  1993  estimates. 

In  prior  Independent  Budgets,  we 
have  complimented  NCS  management 
and  wish  to  do  so  here.  NCS,  howev- 
er, has  not  been  without  problems. 
One  only  need  recall  the  deplorable 
conditions  at  Riverside  (California) 
National  Cemetery  of  a  couple  of 
years  ago.  Riverside  National 
Cemetery,  due  to  a  lack  of  equipment 
and  maintenance  dollars,  was  unable 
to  cope  with  unexpected  heavy  rains 
that  reduced  its  appearance  to  that  of  a 
virtual  pauper's  field. 

To  stop  the  VA  practice  of  reduc- 
ing NCS  funding  due  to  budget  cut- 
backs in  GOE,  Congress  established  a 
separate  budget  line  item  for  the 
National  Cemetery  System.  This  wel- 
comed action  has  greatly  enhanced  the 
management  of  NCS. 

Equipment  replacement  backlogs 
within  NCS  continue  to  be  a  major 
concern.  By  the  end  of  FY  1993, 
NCS  anticipates  a  $3.1 -million  back- 
log in  equipment  replacement,  which 
will  grow  to  $4.8  million  by  the  end 
of  FY  1994.  Additionally,  NCS  must 
implement  critical  maintenance  and 
repair  projects  to  maintain  NCS's 
infrastructure  of  400  buildings  and 
100  miles  of  roads. 

For  FY  1994.  the  Independent 
Budget  requests  an  appropriation  of 
$80  million,  or  an  increase  of  $9.3 
million  over  FY  1993  appropriations. 
This  increase  will  not  fund  all  NCS 
equipment  and  maintenance  needs,  nor 
will  it  fund  the  optimal  number  of 
employees.  It  will  enable  NCS.  how- 
ever, to  move  towards  its  goal  of 
meeting  the  burial  needs  of  American 
veterans  and  their  families. 
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GENERAL  OPERATING  EXPENSES 


?e  some  veterans' 
demographics  that 
reduce  mandatory  spending 
for  compensation  and 
pension  payments 
considerably  increase  the 
costs  for  eligible  veterans' 
burial  entitlements. 


The  IBVSOs  continue  to  support 
having  mandatory  spending  accounts 
fund  all  costs  associated  with  provid- 
ing entitlements.  These  include  the 
cost  of  requiring  sufficient  cemetery 
space,  constructing  cemeteries  and 
maintaining  them  properly.  We  note 
that  the  same  veterans'  demographics 
that  reduce  mandatory  spending  for 
compensation  and  pension  payments 
considerably  increase  the  costs  for  eli- 
gible veterans'  burial  entitlements. 

NCS  also  has  the  demonstrated 
expertise  to  plan  effectively,  so  that  it 
can  provide  burial  entitlements  effi- 
ciently and  with  dignity.  If  Congress 
funds  NCS  activities  through  a 
mandatory  spending  account,  it  will 
eliminate  the  budgetary  problems  that 
produced  the  current  equipment  back- 
log and  the  deplorable  state  of  certain 
national  cemeteries,  such  as 
Riverside,  California. 


Other  Accounts 

I  Canteen  Service 
Revolving  Fund 

Congress  established  the  Veterans 
Canteen  Service  in  1946  to  furnish. 
at  reasonable  prices,  merchandise 
and  services  necessary  for  veterans' 
comfort  and  well-being  in  VA  hospi- 
tals and  domiciliaries.  It  also  pro- 
vides daily  food  service  for  employ- 
ees, outpatients  and  volunteers. 
Since  this  service  is  a  self-sustaining, 
non-appropriated  revolving  fund 
activity,  no  Congressional  appropria- 
tion is  necessary. 

■  Office  of  Acquisition  and 
Materiel  Management: 
Supply  Fund 

The  Supply  Fund  is  responsible  for  the 
acquisition,  storage  and  distribution  of 
supplies  and  equipment  that  VA  uses. 
The  Fund  comprises  the  Office  of 
Acquisition  and  Materiel  Manage- 
ment; Publications  Service;  and  Office 
of  Small  and  Disadvantaged  Business 
Utilization. 


Provide  720  employees  in  FY  1994. 


Recommendations 

Appropriate  $80  million  to  move 
toward  meeting  the  burial  needs 
of  American  veterans  and  their 
families. 

Support  all  costs  associated  with 
providing  entitlements  to  burial 
with  mandatory  spending. 

Fund  55  additional  FTEEs. 
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IThe  United  States  Court  of  Veterans 
Appeals  (CVA) 


President  Reagan  signed  the 
Veterans'  Judicial  Review  Act 
(VJRA).  Public  Law  100-687, 
into  law  on  November  18,  1988.  This 
law  creates  an  Article  I  court  with 
exclusive  jurisdiction  to  review  final 
Board  of  Veterans'  Appeals  (BVAI 
decisions.  Although  unique  in  some 
aspects,  CVA  is  in  most  respects  a 
"traditional"  federal  appellate  court. 

The  IBVSOs  recogni/.e  that  CVA 
is  not  a  part  of  the  Department  of 
Veterans  Affairs.  However,  it  obtains 
its  funding  from  the  same  appropria- 
tions subcommittee — VA,  HUD,  and 
Independent  Agencies — and  it  so  pro- 
foundly impacts  VA  that  we  include  it 
in  this  year's  Independent  Budget. 

CVA's  primary  mission  is  to 
review  final  BVA  decisions  for  errors 
of  law  and  erroneous  findings  of  fact. 
On  questions  of  law,  CVA's  standard 
of  review  is  broader.  CVA  may  set 
aside  legal  determinations  from  BVA 
or  the  Secretary  on  a  number  of 
grounds,  including  arbitrariness,  capri- 
ciousness,  or  abuse  of  discretion,  or  if 
decisions  are  not  in  accordance  of  law. 
are  contrary  to  statutory  or  constitu- 
tional rights,  or  are  without  obser- 
vance of  procedure  required  by  law. 
CVA's  authority  to  hold  BVA  find- 
ings of  material  facts  unlawful  is  limit- 
ed in  scope,  and  CVA  may  only  set 
findings  of  material  facts  aside  if  the 
findings  are  "clearly  erroneous". 

CVA  received  its  first  appeal  in 
November.  1989.  and  as  of  November. 


1992.  has  received  5.434  appeals. 
During  calendar  year  1991,  the  num- 
ber of  appeals  averaged  slightly  fewer 
than  200  per  month.  In  calendar  year 
1992,  this  number  was  down  to 
approximately  1 10  appeals  per  month. 

The  biggest  problem  CVA  faces 
is  the  large  number  of  pro  se  appeals 
filed.  These  pro  se  (unrepresented) 
appeals  now  represent  69  percent  of 
CVA's  docket.  More  manpower  hours 
are  expended  in  pro  se  cases  than  in 
cases  where  VSOs  or  private  attorneys 
represent  veterans,  because  most  pro 
se  veterans  have  never  encountered 
the  legal  procedures  required  in  feder- 
al appellate  courts  such  as  CVA.  This 
situation  remains  difficult  even  though 
CVA  has  simplified  procedures  to 
enable  pro  se  litigants  to  present  their 
own  appeals. 

Despite  the  difficulties  its  large  pro 
se  docket  presents.  CVA  has  managed 
to  dispose  of  433  appeals  in  1990,  925 
appeals  in  1991.  and.  as  of  November 
30,  1992.  1,957  cases  in  1992.  Of  the 
5,434  appeals  CVA  has  received  since 
November,  1989.  it  has  acted  upon 
3,315  as  of  November  30,  1992,  leav- 
ing slightly  more  than  2.100  appeals 
pending  at  the  end  of  November. 

During  the  first  eleven  months  of 
1992,  CVA  concluded  1,957  appeals. 
Of  these.  CVA  affirmed  BVA's  deci- 
sion in  547  appeals,  or  approximately 
28  percent.  In  the  "reversed/vacated 
and  remanded"  category,  there  were 
572  appeals,  or  roughly  29  percent. 


There  were  1 12  appeals  in  the  catego- 
ry "affirmed  and  reversed/vacated  and 
remanded ",  or  about  6  percent  of  the 
terminated  cases.  The  largest  number 
of  appeals  disposed  of  were  for  proce- 
dural deficiencies,  either  for  lack  of 
jurisdiction  or  for  defaults.  This 
totaled  682  appeals,  or  approximately 
35  percent  of  disposed  cases.  Finally, 
CVA  terminated  2  percent  or  43  of  all 
appeals  because  of  the  denial  of  extra- 
ordinary relief  (writs  of  mandamus  or 
of  prohibition);  CVA  allowed  no  such 
appeals.  Based  on  these  figures,  CVA 
disposed  of  almost  two-thirds  of  these 
1.957  appeals,  while  it  remanded 
slightly  more  than  one-third,  or  35 
percent,  to  BVA. 


Looking  to  the  Future 

It  is  too  early  in  CVA's  brief  history  to 
interpret  current  statistics  or  predict 
future  trends.  Certainly  Congress 
should  not  cut  funding  for  the  Court  or 
us  staff. 


Recommendations 

•       Congress  should  retain  the  current 
CVA  staffing  level. 
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IMedical  Programs 


Medical  Care 

The  Medical  Care  appropriation 
provides  for  health  care  delivery 
in  V  A  medical  venters  and  other  VA 
health  care  facilities.  This  can 
includes  inpatient  hospital  care,  outpa 
tient  care  at  hospitals  and  free-stand 
ing  clinics,  institutional  long-term  care 
in  nursing  homes  and  domiciliar 
and  several  types  of  non-institutional 
long-term  care.  The  Medical  Care 
appropriation  also  prov  ides  tor  veter- 
ans' care  in  non-VA  hospitals,  nursing 
homes,  domiciliaries.  and  physicians' 
offices,  in  circumstances  under  which 
VA  is  authorized  to  pay  for  such  care- 
In  addition,  the  Medical  Care  appro 
pnation  covers  the  costs  of  large-scale 
education  and  training  programs  con- 
ducted in  VA  health  care  facilities. 


?is  Independent  Budget 
oilers  a  vision  of  what 
the  veterans'  health  care 
system  should  be  and 
concrete  recommendations 
to  prepare  it  lor  its  role  in 
an  emerging  national  health 
care  system. 


The  Meaning  of  the 
Independent  Budget 

This  FY  1994  Independent  Budget 
presents  a  documented  assessment  ol 
Veterans  Health  Administration 
(VHA)  funding  requirements,  based 
on  veterans'  needs.  Pasi  Independent 
Budgets  have  served  as  effective  coun- 
terpoints to  Administration  budgets 
thai  did  not  allow  enough  monej  to 
maintain  the  reputation  for  quality  and 
service  that  VA  built  in  the  decades 
after  World  War  II.  This  Independent 
Budget  offers  a  vision  of  what  the  vet- 
erans' health  care  svstem  should  be 
and  concrete  recommendations  to  pre- 
pare it  for  its  role  in  an  emerging 
national  health  care  system. 


Funding  for  Veterans 
Health  Programs 
FYs  1980-1992 

M  Funding  Trends 

For  the  past  twelve  years.  VA  spend- 
ing in  constant  dollars  has  declined 
while  national  health  care  expendi- 
tures have  increased  exponentially.  In 
FY  1980.  VA  funding  amounted  to  4 
percent  of  the  federal  budget,  hv  FY 
1990.  it  was  only  2  percent.  In  FY 
1 985.  VA  received  7.7  percent  of  the 
federal  health  care  dollar:  in  FY  1995, 
VA  expects  to  receive  only  4.4  per- 
cent. Because  health  care  inflation  has 
outstripped  general  inflation,  and 
because  the  Office  of  Management  and 


Budget  (OMB)  under  past  administra- 
tions has  consistently  understated  infla- 
tion, level  funding  for  VA  has  in  lad 

steadily  eroded  VA's  buying  power. 


/  eve/  lunding  lor  VA  has 

L    steadily  eroded  VA's 

buying  power. 

Chan  2  presents  a  clear  picture  ol  an 
institution  that  is  losing  the  struggle  to 
meet  increasing  demands  with  static 
resources. 


■  Conclusions  From  the  Data 

VA's  funding  crisis  is  the  result  ol 
perennially  inadequate  adjustments  to 
ail  inadequate  base,  which,  over  the 
last  decade,  has  amounted  to  "reverse 
compound  interest  ".  Each  year,  the 
accumulated  shortfall  has  been  built 
into  the  budget  development  process 
to  lustily  a  systematic  withdrawal  ol 
support  from  the  veterans'  system. 
I  mil  F\  1988,  VA  responded  to  hud- 
get  shortfalls  b>  delaying  equipment 
replacement,  postponing  maintenance. 
and  culling  strategic  planning,  infor- 
mation resources  modernization,  and 
oilier  activities  not  directly  related  to 
patient  care.  By  FY  1988.  the  accu- 
mulated shortfall  could  not  be  accom- 
modated by  this  "cannibah/ation "  and 
V  \  was  forced  to  reduce  its  workload. 
VA  has  been  forced  to  ration  veterans' 
care — lirst.  by  delaying  elective  pro- 
cedures and  clinic  appointments  and. 
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VA  MEDICAL  CARE 

APPROPRIATIONS  IN  CURRENT  AND  CONSTANT  DOLLARS 

FYs  1980-1992 


9  J    11 


1  Actual  $ 
'Constant  1980$ 


1 1 I L. 


'81  '82  '83  '84  '85  '86  '87  '88  '89  '90  '91   '92 
FISCAL  YEAR 


Source:  Report  to  the  Committee  on  the  Budget  from  the  Committee  on  Veterans' 
Affairs  of  the  House  of  Representatives 


more  recently,  by  referring  patients  to 
other  state  and  federal  providers. 
Chart  3  shows  the  Independent  Budget 
estimated  Medical  Care  shortfall  from 
FY  1988  to  FY  1993  that  is  responsi- 
ble for  workload  curtailment  and  fund- 
ing redirection. 

The  most  destructive  effect  of 
budget  constraints,  however,  has  been 
VA's  inability  to  adequately  adapt  to 
the  changing  health  care  needs  of 
aging  veterans  and  to  keep  pace  with 
the  evolution  of  modem  medical  prac- 
tice. VA  has  not  had  the  resources  to 
sufficiently  increase  its  capacity  for 
the  outpatient  care,  community-based 
long-term  care  and  nursing  home  care 
that  veterans,  particularly  World  War 
II  veterans,  require. 


Results  of  the  Telephone 
Survey 

Annually,  since  1987,  the 
Independent  Budget  staff  has  surveyed 
a  representative  sampling  of  VA  med- 
ical centers  to  identify  the  conse- 
quences of  the  widely  recognized 
perennial  budget  shortfalls.  Under  the 
promise  of  no  attribution,  informal 
conversations  were  held  with  either 
the  director  or  the  chief  of  staff  of  thir- 
ty VA  hospitals  during  the  months  of 
November  and  December,  1992. 

Surveyed  facilities  range  in  size, 
mission  and  location.  This  informal 
survey  again  confirmed  that  the 
abstract,  system-wide  statistics  portray 
an  accurate  picture  of  the  challenges 
that  VHA  administrators,  physicians, 
and  nurses,  and  the  entire  staff  face 
each  day  as  they  try  to  stretch  scarce 


resources  and  deliver  high-quality  ser- 
vice to  the  men  and  women  who  come 
to  them  for  care. 


■  Response  to  Budget 
Shortfalls 

Most  hospitals  contacted  report  that 
"cannibalization",  especially  in  the 
form  of  bed  closures,  has  peaked,  and 
that  a  certain  degree  of  stability  has 
ensued,  despite  the  fact  that  inade- 
quate funding  remains.  Hospitals  in 
the  comparatively  best  financial  condi- 
tion were  those  that,  having  opened 
newly  constructed  clinical  additions, 
received  supplemental  activation  dol- 
lars and  FTEEs.  One  director  claimed 
an  initial  FY  1992  shortfall  of  $20  mil- 
lion. The  majority,  however,  reported 
budget  shortfalls  from  $1  million  to  $5 
million  during  FY  1992,  and  expected 
similar  shortages  in  the  current  year. 


A  Iter  a  decade  of  trying, 

i\  hospital  directors  are 

apparently  learning  where 

and  when  to  make  the  most 

expeditious  cuts. 

This  year's  survey  revealed  one 
significant  change  from  previous 
years.  Almost  all  respondents  pro- 
fessed an  increasing  ability  to  adjust  to 
budget  shortfalls.  After  a  decade  of 
trying,  hospital  directors  are  apparent- 
ly learning  where  and  when  to  make 
the  most  expeditious  cuts,  anticipating 
fairly  accurately  the  upcoming  year's 
resource  shortage.  A  discouraging, 
monotonous  similarity  in  the  accommo- 
dation method  continues:  facilities 
delay  plant  maintenance  and  equipment 
replacement,  ration  medical  care,  and 
reduce  staff — usually  in  that  order. 
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■  Beds:  Closures  or 
Conversions? 

As  in  the  previous  year's  survey. 
respondents  reported  few  bed  closures. 
Thai  trend,  now  apparently  stabilized, 
has  left  VA's  totally  staffed  bed  capac- 
ity at  about  two-thirds  of  the  90,000 
beds  Congress  last  mandated.  This  siz- 
able reduction  in  operating  bed  levels  is 
ascribed  not  only  to  denial  of  funding, 
but  also  to  the  shift  to  ambulatory  care 
and  the  purposeful  shortening  of  inpa- 
tient stays.  During  this  period  of 
reducing  inpatient  capacity,  the  oppor- 
tunity for  bed  conversion  to  nursing 
home  care  has  been  largely  ignored. 


During  this  period  of 
reducing  inpatient 
capacity,  the  opportunity  for 
bed  conversion  to  nursing 
home  care  has  been  largely 


Of  all  hospitals  contacted,  only 
one  reported  a  minor  bed  conversion 
project  this  year.  That  facility  is  con- 
verting 15  beds  to  extended  care  use. 
Considering  the  thousands  of  hospital 
beds  closed  through  the  past  decade 
and  the  need  for  more  nursing  home 
beds,  VA's  token  effort  at  bed  conver- 
sion is  shameful.  VA  has  not  met  lis 
own  modest  goals  for  conversions 
While  this  report  discusses  this  sorrv 
record  more  specifically  elsewhere,  we 
must  also  note  that  annual  surveys 
continue  to  demonstrate  senior  hospi- 
tal officials'  universal  disinterest  in 
such  bed  conversions.  Some  respon- 
dents state  candidly  that  their  attitude 
would  change  only  if  and  when  VA 
Central  Office  directs  bed  conversions 
and  furnishes  funding  and  staffing  for 
its  accomplishment. 


INDEPENDENT  BUDGET 
PROJECTED  SHORTFALLS  FOR  VA  MEDICAL  CARE 


□  IB  Recommended  Appropriation 
■  IB  Current  Services  Level 


1988        1989        1990        1991        1992        1993 
FISCAL  YEAR 


Soun  e    Department .»/ 1  eteram  Affairs,  Independent  Budge 


I  Delays  in  Major 
Construction 

Six  directors  noted  extensive  delays  in 
constructing  clinical  wings.  Some 
clinics  have  been  in  the  planning  stage 
for  more  than  ten  years.  Those  hospi- 
tals were  waiting  for  40-  to  75-percent 
increases  in  their  outpatient  space 
capacities.  Major  construction 
requirements  are  covered  elsewhere  in 
this  document. 


■  Equipment  Backlog 

While  it  is  difficult  to  quantify  the  full 
extent  of  the  backlog  of  needed  equip- 
ment. VA  facilities  report  little 
progress  in  reducing  an  acknowledged 
$848.7-million-backlog  in  FY  1992. 
The  lack  of  a  centralized,  comprehen- 
sive inventory  of  capital  and  non-capi- 
tal medical  equipment  contributes  to 
this  uncertainty.  Decentralized 
Hospital  Computer  Program  tracking 


systems  are  adequate  at  the  facility 
level,  but  there  is  no  system-wide 
process  to  identify  and  set  priorities 
for  identifying  maintenance  and  updat- 
ing needs.  All  respondents,  except 
those  with  newly  activated  clinical 
additions,  reported  equipment  back- 
logs of  $]  million  to  $12  million. 
Some  surveyed  facilities  purchased 
several  million  dollars  of  replacement 
equipment,  but  in  no  case  did  such 
purchases  satisfy  the  local  need.  The 
survey  identified  no  instances  in  which 
facilities  acquired  new  capital  equip- 
ment through  sharing  agreements. 

Now  that  VHA  is  beginning  to 
undertake  extensive  review  and  reas- 
signment of  facility  missions,  and  is 
moving  in  the  direction  of  geographic 
service  area  realignment,  VA  must 
centrally  control  the  purchase  of  high- 
cost  equipment.  A  VA  Central  Office 
managed  certificate-of-need  program 
should  take  into  account  whether 
requested  equipment  is  compatible 
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with  the  hospital  mission,  whether 
equipment  sharing  opportunities  exist, 
and  whether  purchases  would  result  in 
duplication  of  service  within  a  catch- 
ment area. 

■  Shifting  Modalities  of  Care 

Although  VA  has  made  some  progress 
in  shifting  to  outpatient  venues  treat- 
ment procedures  that  traditionally 
required  hospitalization,  the  process  is 
hampered  by  a  lack  of  motivation. 
VA  also  lacks  adequate  clinic  space 
and  renovation  funding  to  create  that 
space.  This  explains  the  system's 
inability  to  move  meaningfully  in  the 
direction  of  ambulatory  surgery. 
Some  VA  medical  centers  (VAMCs) 
contacted,  for  example,  still  admit 
patients  for  cataract  surgery.  Others, 
however,  although  lacking  dedicated 
space  for  ambulatory  surgi-clinics.  use 
hospital  operating  rooms  for  selected 
ambulatory  surgical  procedures. 


\  A  fitk  space  and  staff 

V  V  bamers  to 

expanding  outpatient 

capacity,  there  seems  to  be 

no  relief  from  extensive 

queuing  and  delays  for 

appointments  at  certain 

specialty  clinics. 


As  previous  surveys  reported, 
with  space  and  staff  barriers  to 
expanding  outpatient  capacity,  there 
seems  to  be  no  relief  from  extensive 
queuing  and  three-  to  six-month  delays 
for  appointments  at  certain  specialty 
clinics.  VA  continues  to  have  difficul- 
ty in  recruiting  and  retaining  anesthe- 
siologists, neurosurgeons,  orthopedists 


and  radiologists.  Absence  of  VA-staff 
anesthesia  capability  is  a  particularly 
widespread  problem.  Many  VA  hos- 
pitals have  no  option  other  than  paying 
heavily  for  anesthesiology  services 
under  contract.  Less  often,  expensive 
contract  radiology  is  a  necessary 
arrangement  for  VA  facilities. 

Directors  report  a  progressive 
increase  in  the  acuity  of  care  needed  for 
today's  inpatient  case-mix,  which 
increases  per  diem  costs.  They  claim 
budgeteers  do  not  generally  appreciate 
the  phenomenon.  The  increase  stems 
not  only  from  the  advancing  age  of  VA 
patients,  but  also  from  shifting  less 
complicated  cases  to  outpatient  venues. 

■  AIDS  Patients 

Every  one  of  the  thirty  VA  medical 
centers  contacted  reported  the  pres- 
ence of  AIDS  patients  under  treat- 
ment. The  numbers  varied  widely. 
Small  rural  hospitals  typically  refer- 
enced fewer  than  a  dozen.  Larger 
urban  centers  reported  numbers  in 
the  hundreds.  One  hospital  treated 
305  AIDS  inpatients  last  year  and 
followed  500  symptomatic  outpa- 
tients without  receiving  additional 
funding  for  this  purpose. 

■  Rationing  of  Health  Care 

Rationing  of  medical  care  is  ubiqui- 
tous among  the  hospitals  surveyed, 
especially  "tacit"  rationing  in  the  form 
of  unreasonably  long  waiting  times  for 
clinic  appointments.  Some  facilities 
deny  high-cost  elective  surgical  proce- 
dures, such  as  hip  replacements,  to  non- 
service -connected  veterans.  Where  hip 
replacements  are  provided,  waiting 
time  is  typically  four  to  six  months. 

Explicit  rationing  is  difficult  to 
verify.  Some  respondents,  more  can- 
did than  others,  stated  that  Category 
A.  non-service-connected  indigent 


patients  were  admitted  only  when 
acutely  ill,  and  their  referral  to 
Medicaid  providers  is  not  uncommon. 
Additionally,  other  hospitals  cite  poli- 
cies that  expressly  deny  care  to  non- 
Category  A  veterans. 


R 


rationing  of  medical  care 
is  ubiquitous  among  the 
hospitals  surveyed. 


Several  hospitals,  especially  those 
in  the  South,  reported  a  marked 
increase  in  new  patients  who  have  not 
previously  used  VA  medical  facilities. 
Whereas  the  usual  annual  incidence  of 
new  registrants  is  5  percent,  it  is  1 5  to 
20  percent  in  some  locales.  This  inflow 
will  only  exacerbate  the  queuing  of 
Category  A  veterans  and  the  denial  of 
care  to  non-Category  A  veterans. 

There  is  statistical  evidence  of 
reductions  in  contract  care  in  the  more 
recent  years  of  budget  austerity,  espe- 
cially in  community  nursing  home  care, 
since  local  reprogramming  of  those 
funds  is  now  authorized.  Hospital 
directors  also  describe  economy-dnven 
shortened  nursing  home  sta\s  and 
increased  patient  turnover  rates. 

H  Morale 

Reportedly  for  reasons  beyond  the 
chronic  budget  shortfalls,  numerous 
respondents  voiced  concern  regarding 
increasingly  depressed  staff  morale. 
Cited  among  causative  factors  was 
media  sensationalizing  of  untoward 
events  in  certain  hospitals  which  was 
met  with  what  was  considered  to  be 
inadequate  response  from  VA  Central 
Office  authorities.  Employees  have 
viewed  centrally  dispensed  discipli- 
nary actions  as  arbitrary  and  intimidat- 
ing.   And  dedicated  performance  in 
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hospitals,  under  trying  circumstances, 
is  thought  not  to  be  adequately  appre- 
ciated. Added  to  this  is  reported  wide- 
spread anxiety  regarding  what  the  cur 
rent  crisis  in  the  nation's  health  care 
environment  might  mean  for  the  VA 
health  care  system's  future. 


Dedicated  hospital 
performance,  under 
trying  circumstances,  is  not 
adequately  appreciated. 


■  On  the  Positive  Side 

This  year's  survey  identified  several 
encouraging  trends: 

•  Almost  without  exception,  nurse 
recruiting  and  retention  has 
markedly  improved.  Some  med- 
ical centers  surveyed  have  wait- 
ing lists  of  nurse  applicants, 
although  in  other  geographic 
areas  intensive  care  nurses  are 
almost  unavailable. 

In  contrast  with  reports  of  two 
years  ago.  this  year's  respondents 
were  complimentary  regarding  (he 
availability  of  prosthetic  and 
orthotic  funding  and  services. 
This  improvement  results  from 
centralized  control  of  funding  for 
these  programs. 

The  inadequacy  of  beneficiary 
travel  funding  is  no  longer  a  criti- 
cal issue.  In  large  part,  vans  pro- 
vided by  the  Disabled  American 
Veterans  and  transportation  pro- 
vided by  volunteers  have  compen- 
sated for  the  reduced  funding. 

•  Surveyors  sensed  a  general 
enhancement  in  affiliated  medical 
school  support,  with  one  director 


frankly  reporting  that  he  could  not 
accommodate  his  budget  shortfall, 
were  it  not  for  generous  resource 
sharing  from  the  school. 

Increased  special  pay  for  phvsi 
cians.  while  still  not  competitive 
for  certain  specialists'  recruit- 
ment, has  resulted  in  notably 
increased  salary  satisfaction  and 
staff  retention. 

Volunteer  service  in  many  areas 
is  increasing.  One  hospital 
reported  approximately  400,000 
hours  of  work  from  3,000  regis- 
tered volunteers. 

Respondents  in  almost  every  hos- 
pital surveyed  gave  prideful 
accounts  of  some  outstanding  staff 
contributions  or  accomplishments. 


Strategy  for  Recovery 

The  Independent  Budget  prescription 
for  a  revitalized  VA  medical  care  sys- 
tem has  1 1  components: 

1 .  Ensure  adequate  appropriations. 

2.  Reform  entitlement. 

3.  Expand  outpatient  capacity. 

4.  Expand  long-term  care  programs. 

5.  Expand  sharing  agreements. 

6.  Concentrate  resources. 

7.  Improve  planning  systems. 

8.  Improve  information  resources 
management. 

9.  Maintain  emphasis  on  quality. 

10.  Strengthen  teaching  affiliations. 

1 1 .  Develop  human  resources. 


Ensure  Adequate 
Appropriations 


file  VA  health  care  system  cannot  be 
revitalized  without  sufficient  funding 
to  meet  veterans'  needs,  reverse  the 
erosion  of  a  decade  of  budget  short 
falls,  and  reconfigure  the  system  for 
more  efficient  delivery.  The 
Independent  Budget's  rationale  and 
recommendations  for  funding  VHA  in 
FY  1994  are  specified  in  detail  begin- 
ning on  page  80. 

In  conjunction  with  adequate 
appropriations.  Congress  should 
change  the  mechanisms  by  which  the 
Veterans  Health  Administration  is 
funded.  Congress  should: 

I  I  designate  funding  for  veterans' 
health  entitlements  as  mandatory 
spending; 

2)  enact  legislation  to  allow  carry- 
over of  unspent  dollars  to  the  next 
fiscal  year; 

3)  provide  for  transfers  from  the 
Department  of  Defense  to  fund 
emergency  preparedness;  and 

4)  authorize  payments  from  the 
Veterans  Benefits  Administration 
to  the  Veterans  Health  Admin- 
istration to  pay  for  Compensation 
and  Pension  examinations. 

DESIGNATE  FUNDING  FOR 
VETERANS'  HEALTH 
ENTITLEMENTS  AS 
MANDATORY  SPENDING 

Congressional  appropriations  lor  %an- 
ous  veterans  benefit  programs  for 
which  entitlement  is  assured  are  ironi- 
cally inconsistent.  Compensatory  ser- 
vice disability  entitlement,  for  exam- 
ple, is  firmly  established  in  law  that 
treats  appropriations  as  essentially 
inviolable.  Section  1 1 10  of  Title  38, 
U.S.C..  clearly  describes  an  entitle- 
ment to  compensation  for  service-con- 
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nected  wounds,  disease,  or  injury  and 
provides  for  the  payment  of  that  com- 
pensation as  follows:  "...The  United 
States  will  pay  to  any  veteran  thus  dis- 
abled and  who  was  discharged  or 
released  under  conditions  other  than 
dishonorable  from  the  period  of  ser- 
vice in  which  said  injury  or  disease 
was  incurred,  or  pre-existing  injury  or 
disease  was  aggravated,  compensa- 
tion. ..".  Yet,  the  Veterans  Health  Care 
Amendments  of  1986  mandate  health 
care  that  enjoys  no  such  guaranteed 
financial  foundation. 


Congress  should  express 
in  law  an  obligation  to 
pay  for  the  health  care  it 
has  mandated  VA  to  deliver. 


We  therefore  call  upon  Congress 
to  correct  this  inequity  and  to  express 
in  law  an  obligation  to  pay  for  the 
health  care  it  has  mandated  VA  to 
deliver.  Under      the      Budget 

Enforcement  Act  of  1990,  Congress 
should  score  veterans'  medical  care 
entitlement  costs  as  mandatory  spend- 
ing, just  as  it  does  veterans'  pensions 
and  non-veterans'  Medicare  health 
care  benefits.  When  Congress  enacts 
eligibility  reform  to  allow  Category  A 
veterans  access  to  the  full  continuum 
of  health  care,  the  law  should  obligate 
Congress  to  provide  adequate  funds  to 
deliver  mandated  services. 

AUTHORIZE  CARRY-OVER  OF 
UNSPENT  BUDGET  DOLLARS 

The  annual  budget  cycle  makes  it  dif- 
ficult for  VA  managers  to  ensure 
accessibility  to  health  care  services  and 
forces  hospital  administrators  to  hoard 
funds  to  finance  fourth-quarter  activi- 
ties. If  managers  do  not  hold  back 
enough  in  the  early  quarters,  they  must 


restrict  veterans'  access  to  health  care 
services  at  the  end  of  the  fiscal  year. 
On  the  other  hand,  if  they  hold  back 
too  much,  they  must  spend  it  quickly — 
and  often  unwisely — before  year  end, 
to  avoid  returning  money  to  the 
Treasury,  thereby  reducing  their  fund- 
ing bases  for  subsequent  years. 

Annual  budgets  damage  health 
care  programs  particularly,  because 
timely  delivery  is  so  important  and 
delay  is  so  costly  in  both  dollars  and 
human  suffering.  When  money  runs 
short  at  the  end  of  the  year,  health  pro- 
gram administrators  are  forced  to  cut 
services,  possibly  contributing  to  the 
deterioration  of  their  patients'  condi- 
tions. Providers  cannot  turn  away 
patients  with  potentially  life-threaten- 
ing conditions  in  September  and 
expect  them  to  come  back  in  October 
when  new  money  is  available. 

Unspent  budget  dollars  should 
not  revert  to  the  Treasury  each 
September  30.  Remaining  dollars 
should  carry  over  to  the  next  year,  to 
provide  continuity  in  health  care  ser- 
vices. Budget  carry-over  would  sta- 
bilize operations  and  eliminate  the 
shameful  waste  of  managers  unload- 
ing "end-of-year"  money. 
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udget  carry-over  would 
stabilize  operations. 


TRANSFER  DEPARTMENT  OF 
DEFENSE  FUNDS  FOR  VA'S 
EMERGENCY  PREPAREDNESS 

Provision  of  contingency  medical  sup- 
port to  the  Department  of  Defense 
(DOD)  is  one  of  VHA's  four 
Congressionally  mandated  missions. 
VA  is  the  primary  back-up  to  the  mili- 
tary medical  system  in  time  of  war. 
The  capacity  of  the  military  medical 
services  has  dropped  from  80,000  beds 


at  the  end  of  the  Vietnam  era  to  about 
16.000  beds  today.  If  some  future 
conflict  results  in  more  casualties  than 
DOD  can  handle,  contingency  plans 
call  for  VA  to  provide  logistical  sup- 
port, medical  care  for  combat  casual- 
ties, and  health  care  for  active  duty 
military  personnel. 

VA  also  has  responsibilities  to  the 
Federal  Emergency  Management 
Agency  (FEMA)  and  the  National 
Emergency  Disaster  System  (NEDS). 
Readiness  to  provide  medical  services 
to  civilian  casualties  resulting  from 
natural  disasters  involves  the  same 
systems,  preparation,  and  training  as 
does  readiness  for  military  back-up. 
VHA's  readiness  to  accept  Persian 
Gulf  casualties  and,  more  recently. 
VHA's  delivery  of  essential  services 
to  victims  of  Hurricane  Andrew 
demonstrate  the  importance  of  emer- 
gency preparedness. 

VHA's  ability  to  quickly  redirect 
medical  resources  to  respond  to  mili- 
tary emergencies  or  natural  disasters 
benefits  all  Americans  and  should  not 
consume  funds  intended  to  provide 
health  care  services  to  veterans.  VA 
must  maintain  emergency  command 
and  reporting  systems  and  provide  per- 
sonnel training  and  drills.  Currently, 
the  Medical  Care  appropriation  funds 
these  activities,  reducing  VHA's 
capacity  to  care  for  veterans.  In  effect, 
veterans  who  wait  longer  for  appoint- 
ments or  forego  needed  services  pay 
the  cost  of  VA's  responsibility  to 
DOD  and  FEMA.  The  authors  of  the 
Independent  Budget  believe  that 
Congress  should  direct  the  Department 
of  Defense  to  provide  funds  for  VA's 
emergency  preparedness.  Funding 
VA's  military  back-up  mission 
through  DOD  would  improve  coordi- 
nation and  accountability,  allow  more 
effective  response  to  emergencies,  and 
would  be  fair  to  the  veterans  who  use 
VA  health  care. 
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FUND  COMPENSATION  & 
PENSION  EXAMS 
THROUGH  VBA 

Medical  examinations  to  determine 
appropriate  levels  of  compensation  or 
pension  are  a  direct  cost  of  administer- 
ing veterans'  entitlements,  and  the 
Veterans  Benefits  Administration 
should  fund  these  examinations.  The 
Budget  Enforcement  Act  of  1990 
(BEA)  enacted  discretionary  spending 
caps  that  constrain  appropriations  for 
veterans'  medical  care.  Appropria- 
tions for  veterans'  benefits  are  not  so 
limited  because,  under  BEA,  spending 
for  entitlements  may  grow  at  a  rate 
determined  by  inflation  and  the 
growth  of  the  beneficiary  population 
Because  of  attrition,  VA  is  the  only 
entitlement  program  with  a  declining 
beneficiary  base  and  therefore  does 
not  grow  at  the  rate  BEA  allows. 
The  difference  between  funding 
required  for  veterans'  benefits  and 
funding  allowed  under  BEA  should 
not  be  applied  to  reduce  the  federal 
deficit  at  veterans'  expense  while  the 
veterans'  health  care  system  is 
severely  underfunded. 


?e  current  law  defining 
veterans'  health  care 
entitlement  and  eligibility 
criteria  obstructs  every 
approach  to  improving  the 

VA  system's  quality, 
efficiency,  and  accessibility. 

Congress  should  authorize  the 
transfer  of  funds  from  the  entitlement 
accounts  VBA  administers  to  the 
Veterans  Health  Administration,  to 
cover  the  costs  of  medical  services 
directly  related  to  the  administration  of 
compensation  claims.    VHA  performs 


approximately  300.000  compensation 
and  pension  exams  annually  at  a  cost 
of  about  $100  per  examination.  If  the 
$30-million  annual  costs  were  proper- 
ly counted  as  entitlement  spending. 
VHA  would  be  able  to  deliver  300,000 
more  outpatient  visits  or  60.000  more 
inpatient  hospital  days  to  service-con- 
nected and  medically  indigent  veterans 
without  exceeding  the  spending  caps 
imposed  by  the  BEA  constraints. 

■  Entitlement  Reform  is 
Needed  Immediately 

The  current  law  defining  veterans' 
health  care  entitlement  and  eligibility 
criteria  obstructs  every  approach  to 
improving  the  VA  system's  quality, 
efficiency,  and  accessibility. 
Veterans'  access  to  VA  health  care 
services  is  fragmented.  The  range  of 
services  available  to  an  individual 
depends  on  the  veteran's  disability  rat- 
ing; the  condition  for  which  he  or  she 
seeks  care  and  its  severity;  his  or  her 
annual  income;  the  period  during 
which  the  veteran  served;  type  of  dis- 
charge from  the  armed  services; 
whether  the  veteran  was  exposed  to 
certain  hazards,  was  ever  a  prisoner  of 
war.  receives  a  pension  or  an  aid-and- 
attendance  allowance,  or  is  eligible  for 
Medicare  in  his  or  her  resident  state. 
The  complexity  of  current  entitlement 
law  is  apparent  in  Table  7. 

Medically  indigent  veterans  are 
entitled  to  inpatient  hospital  care,  but 
denied  outpatient  access  except  for 
pre-  and  post-hospitalization  visits  or 
to  obviate  hospital  admission. 
Service-connected  veterans  with  dis- 
ability ratings  of  less  than  50  percent 
have  the  same  restriction  for  ambula- 
tory care  for  any  condition  not  related 
to  their  service-incurred  disability.  No 
veteran  is  entitled  to  nursing  home  care. 

Eligibility  does  not  imply  access. 
Eligibility  for  health  care  services 


means  only  that  VA  may  provide  ser- 
vices if  space  and  resources  are  avail- 
able. After  a  decade  of  budget  short- 
falls. VA's  space  and  resources  are 
limited,  particularly  in  the  Sunbelt 
states.  In  fact,  eligibility  is  worthless 
at  many  VA  facilities.  Where  Title  38. 
U.S.C.  specifies  eligibility,  as  opposed 
to  entitlement,  the  law  allows  VA  to 
deliver  health  care  services  but  makes 
no  guarantee  to  veterans. 

Even  entitled  veterans  are  subject 
to  tacit  rationing  of  health  care  ser- 
vices due  to  constraints  on  space  and 
resources.  Even  though  the  law 
requires  that  VA  shall  provide  care  to 
entitled  veterans,  in  reality  entitlement 
does  not  translate  into  access.  Long 
waits  for  clinic  appointments  and  elec- 
tive surgeries  effectively  deny  care  to 
many  legally  entitled  veterans. 


E 


'ntitlement  to  VA  health 
care  does  not  translate 
into  access. 


The  "obviate-the-need"  clause  in 
Title  38  of  the  U.S.  Code  authorizes 
outpatient  treatment  for  otherwise 
non-entitled  veterans  if  such  care  obvi- 
ates more  expensive  hospitalization. 
More  restrictive  budgets,  however, 
have  forced  VA  hospitals  to  limit  the 
use  of  the  obviate-the-need  clause  and 
refuse  veterans  access  to  outpatient 
care.  This  dollar-driven  decision  dis- 
regards physicians'  professional  judge- 
ments and  veterans'  immediate  health 
care  needs.  Because  of  inadequate 
resources,  many  facilities  provide  out- 
patient care  to  non-service-connected 
patients  only  in  emergencies. 

The  four  veterans'  service  organi- 
zations that  author  the  Independent 
Budget  have  protested  this  fragmenta- 
tion of  authority  as  inefficient,  unfair, 
and  damaging  to  the  quality  and  ethics 
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It                                  ENTITLEMENT  CRITERIA 

FOR  VA  MEDICAL  CARE  BENEFITS 

1                                               1 

SC  50-100% 
Any  Condition 

SC  0-40%  lor 

Service-Connected 

Condition 

Section  1151 
(ln|ured  jn  VA) 

Entitled 

Entitled 

Eligible 

SC  30-40%  for 
NSC  Condition 

Pensioner  and  Income 
<$12,187 

Entitled 

Entitled,  but 

limited  to 

Pre-  and  Post- 

Hospilalization  and 

Obviate  the  Need 

Eligible 

Prisoner  of  Wor 
World  War  1  Vet 
Mexican  War  Vet 

Entitled 

Eligible 
Unlimited 

Eligible 

SC  0-20%  for 
NSC  Condition 

NSC  Income 

$12, 187  to  $19,408 

AOR,  Radiation, 
Medicaid  Eligible 

Entitled 

Eligible,  but 

Limited  to 

Pre-  and  Post 

Hospitalization  and 

Obviate  the  Need 

Eligible 

1                                                                            1 

NSC  Income 
>$  19,408 

Eligible 

with  Co-Pay 

Eligible 

with  Co-Pay,  but 

Limited  to 

Pre-  and  Post 

Hospitalization  and 

Obviate  the  Need 

Eligible 

with  Co-pay 

Source:   Tide  38.  U.S.  Codt 

of  VA  medical  care.  It  is  had  medi- 
cine and  bad  economics  to  turn  away 
patients  who  need  outpatient  care  on 
the  grounds  that  their  current  condi- 
tions do  not  require  hospitalization. 
Such  a  policy  invites  acute  and  costly 
complications  and  is  contrary  to  the 
current  universal  emphasis  on  non- 
institutional  care  and  preventive  medi- 
cine. Ironically,  whereas  medically 
indigent,  non-service-connected  veter- 
ans still  have  clear  entitlement  to  all 
inpatient  services,  they  have  recently 
lost  access  to  many  procedures  now 
shitted,  under  cost-containment  pres- 
sure, to  outpatient  settings. 

Paradoxically,  private-sector  hos- 
pitals are  now  subject  to  lawsuit  for 
similar  practices  under  the  Emergencv 
Medical  Treatment  and  Active  Labor 
Act  of  1986.  The  law  was  designed  to 
prevent  what  has  become  known  as 
"'patient  dumping" — the  transfer  of 
indigent  emergency  room  patients, 
usually  from  private  to  public  hospi- 
tals. The  courts  have  ruled,  however, 
that  a  patient  need  not  be  indigent  to 
qualify  for  protection,  nor  must  the 
transferring  hospital  he  motivated  by 
financial  considerations  to  violate  the 
Act's  provisions.  Recent  cases  indicate 
that  the  statute  covers  non-indigent 
patients,  inpatients  never  treated  in 
emergency  departments,  patients 
diverted  before  they  enter  the  hospital, 
and  patients  denied  the  full  comple- 
ment ol  ancillary  services.  While  this 
act  does  not  apply  to  VA  or  other  fed- 
eral hospitals,  the  law  and  the  findings 
of  the  courts  indicate  that  our  society 
regards  the  withholding  of  available 
medical  services  as  wrong.  Veterans' 
health  care  entitlement  law  should  pro- 
vide the  same  protection  for  VA 
patients  that  the  Emergency  Medical 
Treatment  and  Active  Labor  Act 
affords  all  citizens:  the  guarantee  of 
the  full  continuum  of  care. 
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Professional  ethics  and  commit- 
menl  to  delivering  quality  meilajl 
care  dictate  that  health  tare  providers 
he  responsible  lor  the  complete  tare  ol 
their  patients.  Furthermore,  practition- 
ers must  he  able  to  delivei  thai  t  are 
according  to  principles  ol  good  med- 
ical management  The  Independent 
Budget  position  on  entitlement 
reform  has  been,  and  will  continue  to 
be,  needs-based-  not  tailored  to 
resource  caps 


Pofessional  ethics  and 
commitment  to 
delivering  quality  medical 
care  dictate  that  health  care 
providers  be  responsible  for 
the  complete  care  of  their 
patients. 

The  need  lor  entitlement  reform  is 
increasingly  urgent  as  VA.  facing 
chronic  budget  shortfalls,  must  den\ 
access  to  non-service-connected.  med- 
ically indigent  Category  A  veterans, 
even  when  ambulatory  care  would 
obviate  hospitalization.  VA  has  also 
had  to  impose  drastic  constraints  on 
nursing  home  admissions,  regardless 
of  an  applicant's  eligibility  or  needs 

Current  entitlement  law  impedes 
VA's  ability  to  adapt  to  the  aging  of 
the  veteran  population  and  to  the  case- 
mix  shift  expected  to  occur  with 
national  health  care  reform.  Facility 
directors  need  to  expand  ambulatory 
and  long-term  care  programs,  hut  they 
cannot  shift  resources  into  programs 
for  which  there  is  currently  limited 
entitlement.  Entitlement  reform  is  an 
essential  precursor  to  VA's  successful 
restructuring  to  meet  aging  veterans' 
needs  and  prepare  tor  its  role  in  a 


reformed  national  health  care  system 

Rational  planning  is  impossible 
without  entitlement  reform.  VA  plan- 
ners cannot  prepare  for  the  future. 
because  they  do  not  know  who  VA 
"ill  he  mandated  to  serve  or  to  what 
services  us  beneficiaries  will  be  enti- 
tled. .Strategic  planning  for  the 
realignment  ol  VA  health  care  pro- 
grams and  l.u  ilities  requires  early  enti- 
tlement modification  to  clarify  who 
will  recent  VA  medical  care  benefits. 
Accordingly,  the  IBVSOs  ask 
Congress  to  grant  all  Category  A  vet- 
eran patients  clear  entitlement  to  all 
types  and  levels  of  VA  care  Once 
admitted  to  the  system,  patients  should 
have  access  to  a  continuum  of  compre- 
hensive health  services,  including  pre- 
ventive care,  ambulatory  care,  hospital 
care,  nursing  home  care,  hospital 
based  home  care,  and  other  non-insti- 
tutional long-term  care  programs. 

As  part  of  veterans'  entitlement 
reform  legislation.  Congress  should 
grant  entitlement  to  all  catastrophical- 
ly disabled  veterans.  Current  law  enti- 
tles impoverished  veterans — including 
veterans  who  have  exhausted  their 
resources  following  catastrophic 
injuries  or  illnesses — to  VA  health 
care.  Providing  automatic  entitlement 
following  a  catastrophic  accident 
would  not  significantly  increase  gov- 
ernment costs,  as  catastrophically  dis- 
abled veterans  are  likely  to  "spend 
down"  to  poverty  quickly  and  there- 
fore, by  their  medical  indigence, 
become  entitled  to  VA  services.  The 
overall  cost  to  society  would  be  less  it 
these  individuals  could  receive  med- 
ical care  and  rehabilitative  services 
before  they  spend  themselves  into  des 
titulion.  Forcing  veterans  into  poverty 
before  treatment  begins  strips  away 
their  abilities  to  support  themselves 
and  regain  their  independence.  The 
unfortunate  result  is  veterans'  longer 


and  in. lie  complete  reliance  on  VA 
resources,  greatei  tost  to  the  govern 
ment,  and  personal  tragedies  needless- 
ly compounded  by  cmoiion.il  .mil  eco 
nomic  distress 

An  enlightened  polic  v  would 
immediately  and  automatically  entitle 
catastrophically  injured  or  ill  veterans 
to  VA  health  care  services  Permitting 
these  indu  iduals  to  retain  critical 
income  and  resources  while  they 
receive  VA  care  would,  ui  most  uses. 
allow  them  to  recover  and  return  to 
productive  lives 

The  Independent  Budget  authors 
call  on  Congress  to  mandate  Category 
A  entitlement  tor  veterans  with  perma- 
nently disabling  catastrophic  injuries 
or  illnesses.  VA  should  make  the 
determination  ol  catastrophic  illness  or 
injury,  subject  to  an  appeals  process  in 
which  the  VSOs  should  be  involved. 
Society,  veterans  and  their  families, 
and  the  federal  government  could  ben- 
efit from  this  humane  and  econoniK.il 
ly  sound  intervention. 

Congress  must  appropriate  ade- 
quate funds  to  deliver  services  to 
which  veterans  are  entitled.  Congress 
should  designate  the  VA  Medical  Care 
budget  as  mandatory  spending  and 
appropriate  sufficient  funds  to  main- 
tain a  high-quality  health  care  system. 
When  Congress  enacts  entitlement 
reform  to  allow  Category  A  veterans 
act  ess  to  the  full  continuum  of  health 
care,  the  law  should  obligate  Congress 
to  provide  adequate  lunds  to  deliver 
mandated  services. 


Expand  Outpatient 
Capacity 


Insufficient  tunding  and  irrational 
health  care  entitlement  rules  have  pre- 
vented VA  from  expanding  its  capaci- 
ty to  deliver  ambulatory  health  care 
services.    Over  the  past  decade,  the 
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private  sector  has  seen  a  dramatic  shift 
from  inpatient  to  outpatient  care  for  a 
wide  range  of  medical  services.  The 
evolution  of  medical  practice  and  tech- 
nology has  made  it  possible  to  diag- 
nose and  treat  in  ambulatory  settings 
many  conditions  that  formerly 
required  hospitalizations.  Economic 
forces  have  also  driven  the  shift  to 
ambulatory  care.  Physicians  and 
patients  will  avoid  the  high  costs  of 
inpatient  care  whenever  outpatient 
care  is  an  alternative. 

Although  VA  has  reduced  inpa- 
tient lengths  of  stay  and  shifted  some 
workload  out  of  its  hospitals,  it  has  not 
kept  up  with  the  private  sector's  shift 
to  non-institutional  modes  of  care. 
Expanding  VA's  capacity  for  non- 
institutional  care  would  result  in  less 
discomfort  and  inconvenience  to 
patients,  lower  government  costs,  and 
broader  access  to  health  care  services 
for  veterans.  The  efficiency  of  non- 
institutional  settings  compared  to  insti- 
tutional settings  would  allow  VA  to 
deliver  more  services  to  more  veterans 
for  the  same  money  if  it  had  enough 
clinic  capacity. 

The  solution  to  the  problem  will 
require  Congressional  legislation  on 
entitlement  reform  to  remove  obsta- 
cles to  efficient  patient  management 
and  provide  funds  to  expand  outpa- 
tient facilities. 


Expand  Long-Term 
Care  Programs 


The  same  obstacles  that  have  prevent- 
ed VA  from  expanding  its  outpatient 
care  programs  have  blocked  the 
expansion  of  its  capacity  to  provide 
long-term  care  in  both  inpatient  and 
outpatient  settings.  VA  has  the  mis- 
sion, but  not  the  mandate,  to  provide 
extended  sustaining  care  for  cata- 
strophically  disabled,  chronically  ill. 
and  geriatric  veterans.    Under  current 


law,  no  veteran  is  entitled  to  nursing 
home  care,  and  only  veterans  with  ser- 
vice-connected disabilities  are  entitled 
to  long-term  care  in  outpatient  set- 
tings. When  funding  is  inadequate, 
VA  hospital  directors  must  cut  discre- 
tionary programs  first,  so  long-term 
care  programs  have  not  received  the 
support  that  common  sense  and  veter- 
ans' needs  dictate. 


1 A  fien  ^n^'in9  IS 
V  V  inadequate,  VA 

hospital  directors  cut 

discretionary  programs, 

such  as  long-term  care,  first. 


The  aging  of  the  veteran  popula- 
tion— particularly  the  cohort  of  World 
War  II  veterans  now  in  their  seven- 


ties— makes  expansion  of  VA's  long- 
term  care  programs  imperative.  As 
shown  in  Chart  4,  VA  projects  that 
veterans  will  need  almost  three  times 
as  much  VA  nursing  home  care  in 
2010  as  they  received  in  1990.  Both 
institutional  (nursing  home)  and  non- 
institutional  (community-based)  long- 
term  care  must  be  expanded  to  meet 
veterans'  needs. 

VA  should  fund  more  grants  to 
states  to  construct  nursing  homes  for 
veterans.  These  homes  are  bargains  for 
VA  and  beneficial  to  states  facing  criti- 
cal shortages  of  nursing  home  beds. 

Where  there  are  no  VA  facilities 
or  state  homes  available  to  veterans, 
VA  should  place  veterans  in  commu- 
nity homes.  Because  of  its  inability  to 
meet  current  demand  for  nursing  home 
care,  VA  should  lease  nursing  home 
facilities  as  an  interim  measure. 


NURSING  HOME 
AVERAGE  DAILY  CENSUS 


100 


S^.    40 


I  Stale  Home 
□  Community 
■  VA 


1985       1990       1995       2000*      2005'      2010' 
(actual)     (actual)    {IB  Target) 
•va  predion  FISCAL  YEAR 


Source.   Department  of  Veterans  Affairs 
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In  the  future,  a  greater 
I  variety  of  sharing 
relationships  between  VHA 
and  non-VA  providers  will 
be  important  to  VA's  ability 
to  deliver  comprehensive, 
high-quality  health  care. 


■  Expand  Sharing 
Agreements 

Sharing  agreements  with  the 
Department  of  Defense,  academic 
affiliates,  and  community  partners 
strengthen  the  VHA  system  and  broad- 
en veterans'  access  to  health  care  ser- 
vices. Sharing  allows  veterans'  refer- 
rals to  nearby  teaching  hospitals. 
DOD.  or  community  facilities  when 
diagnostic  and  therapeutic  equipment 
is  not  available  at  VA.  Conversely, 
providing  services  to  partners'  benefi- 
ciaries can  optimize  the  efficiency  of 
VHA  medical  equipment.  Sharing 
often  saves  VHA  money,  because  the 
cost  of  veterans'  use  of  shared  services 
outside  VA  is  repaid  "in  kind". 

Agreements  with  medical 
schools  and  other  health  professional 
educational  institutions  have  provid- 
ed a  framework  for  extensive  sharing 
of  diagnostic  and  therapeutic  equip- 
ment and  have  enabled  VA  medical 
research  laboratories  to  contribute 
much  to  medical  knowledge.  The 
IBVSOs  also  encourage  VHA  to  par- 
ticipate in  sharing  arrangements  with 
community  providers  to  enhance  effi- 
ciency and  to  broaden  veterans' 
access  to  specialized  medical 
resources.  Sharing  with  the 
Department  of  Defense  fosters  the 
communication  and  cooperation  nec- 
essary   to    ensure    a    coordinated 


response  to  military  contingency  or 
national  emergency. 

In  the  future,  a  greater  variety  of 
sharing  relationships  between  VHA 
and  non-VA  providers  will  be  impor- 
tant to  VA's  ability  to  deliver  compre- 
hensive, high  quality  health  care. 
Sharing  arrangements  must  not.  how- 
ever, compromise  VA's  identity  as  a 
s\  stem  tor  veterans.  The  primary  pur- 
pose of  sharing  agreements  is  to 
improve  veterans'  access  to  excellent 
care,  not  to  expand  non-veterans 
access  to  VHA  services  or  to  "sell" 
excess  capacity. 

■  Concentrate  Resources 

Every  VA  medical  center  wants  to 
provide  a  wide  range  of  services  and 
the  best  possible  care  to  the  veterans  it 
serves.  As  medical  technology  pro- 
duces new  techniques  and  better 
equipment.  VA  hospital  directors  and 
staff  naturally  want  the  best  for  their 
patients.  System-wide,  however,  indi- 
vidual hospitals'  pursuit  of  state-of- 
the-art  medical  technology  has  result- 
ed in  duplication  of  services,  and  some 
sites  do  not  fully  utilize  their  high- 
cost,  high-technology  diagnostic  and 
therapeutic  equipment. 

Another  kind  of  expensive  med- 
ical resource,  the  special  expertise 
necessary  for  the  most  complex  surg- 
eries, is  maintained  in  many  VA  hos- 
pitals— in  some  cases  without  the  min- 
imal workload  necessary  to  maintain 
expert  teams'  skills.  While  VA  has 
recently  reviewed  its  surgical  services 
and  merged  some  programs.  VA 
should  continue  to  monitor  sites  that 
perform  the  most  complex  surgeries 
and  merge  programs  where  necessary 
to  maintain  quality  and  efficiency. 

The  IBVSOs  believe  that  VA 
should  concentrate  its  high-tech,  high- 
cost,  and  expert  resources  and  create 
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referral  networks  around  these  centers 
of  excellence.  VA  should  provide  the 
broadest  range  of  state-of-the-art  med- 
ical services — quaternary  care — in  its 
facilities  that  have  strong  affiliations 
with  the  nation's  medical  schools.  VA 
should  designate  quaternary  care  or 
"flagship"  hospitals  as  centers  of  geo- 
graphic service  areas  across  the  coun- 
try. The  special  services  they  provide 
should  be  available  to  all  veterans  In 
referral  through  networks  ot  tertiary 
and  secondary  hospitals,  outpatient 
clinics,  nursing  homes,  and  communi- 
ty-based long-term  care  programs. 


V'A  should  concentrate  its 
high-tech,  high-cost, 
and  expert  resources  and 
create  referral  networks 
around  these  centers  of 
excellence. 


VA  should  strive  to  distribute  its 
quaternary  care  equipment  and  ser- 
vices according  to  veterans'  needs. 
The  planning  and  resource  allocation 
process  should  have  formal  mecha- 
nisms for  taking  into  account  the  con- 
cerns of  academic  affiliates  and  veter- 
ans service  organizations. 

■  Improve  Planning  Systems 

VHA  needs  to  strengthen  and  coordi- 
nate its  planning  systems.  It  must 
coordinate  plans  for  major  construc- 
tion and  retiring  the  equipment  back- 
log with  plans  for  system  reconfigura- 
tion. Consistent  resource  management 
must  guide  and  enforce  implementa- 
tion of  strategic  plans 
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■  Plan  for  Restructuring 

VHA  laces  a  period  of  unprecedented 
change.  Expected  changes  in  Title  38. 
U.S.C.,  to  clarify  veterans"  entitlement 
to  VA  health  care  services  and  the 
anticipated  effects  of  national  health 
care  reform  call  for  VA  health  care 
system  restructuring.  In  this  environ- 
ment. VHA's  planning  and  resource 
allocation  must  break  out  of  the  old 
molds  of  the  Resource  Allocation 
Methodology  (RAM)  and  the 
Resource  Planning  Methodology 
(RPM).  The  situation  calls  for  com- 
plete review  of  the  missions  of  all  VA 
facilities.  VA  should  establish  the 
geographic  service  areas  (GSAs)  the 
Secretary's  Commission  on  the  Future 
Structure  of  Veterans  Health  Care  (the 
Mission  Commission)  recommended. 
Within  the  GSAs.  VA  should  design 
referral  networks  to  concentrate  high- 
cost  diagnostic  and  therapeutic  equip- 
ment in  certain  hospitals.  As  part  of 
this  restructuring.  VA  should  allocate 
funds  to  the  GSA-based  referral  net- 
works on  a  capitation  basis. 

VA  must  geographically  distrib- 
ute high-cost,  high-technology,  sub- 
specialty expertise  programs,  such  as 
organ  transplants  and  complex  cardiac 
surgeries,  to  maximize  veterans'  use 
of  these  services.  VA  should  not 
duplicate  such  programs  or  create 
excess  capacity  for  sharing  or  for  sell- 
ing to  the  private  sector.  VA  leader- 
ship must  provide  each  facility  with  a 
clearly  defined  mission  for  this  and  the 
next  decade.  A  central  authority 
should  set  workload  targets  within 
assigned  missions  by  analyzing  cur- 
rent workloads  and  projecting  those 
workloads  into  the  future.  The  projec- 
tion methodology  must  have  the 
capacity  to  model  assumptions  about 
large-scale  workload  shifts  that  might 
result  from  reform  of  veterans'  entitle- 


ment to  health  care  services  and 
national  health  care  reform. 

Planning  for  major  construction 
must  follow  from  and  be  coordinated 
with  VHA's  strategic  plan  for  recon- 
figuration. The  locations  of  new  and 
replacement  facilities  must  be  consis- 
tent with  a  national  plan  to  maximize 
veterans'  access  to  health  care. 


"The  planning  process  must 
I  include  all  vested  interests. 


Planning  the  restructuring  will 
require  a  process,  not  limited  to  just  a 
methodology  like  RAM  or  RPM.  The 
process  must  go  beyond  quantitative 
information  (like  past  utilization  pat- 
terns and  future  veteran  population 
characteristics)  and  take  into  account 
qualitative  information,  such  as  the 
strength  of  medical  school  affiliations, 
existing  programs'  scope  and  quality, 
and  the  accessibility  of  non-VA 
resources.  Politics  will  also  influence 
VA  restructuring.  The  interests  of  vet- 
erans service  organizations,  local  com- 
munity leaders,  and  the  parochial 
interests  of  individual  members  of 
Congress  will  affect  decisions  about 
mission  changes. 

VA  restructuring  will  not  be 
implemented  all  at  once.  Planning 
must  allow  incremental  change  as  the 
impact  of  national  health  reform 
becomes  known  and  entitlement 
reform  changes  veterans'  utilization 
patterns.  System  reconfiguration  will 
change  utilization  patterns,  which 
will  call  for  adjustments  to  the 
restructuring  plan. 

Although  restructuring  must  be 
incremental,  it  cannot  be  slow. 
Congress  could  conceivably  enact  vet- 
erans' entitlement  reform  and  national 
health  care  reform  in  1993,  requiring 


VA's  immediate  adjustment  to  work- 
load shifts.  These  new  forces  will 
compound  the  effects  of  veterans' 
aging  and  migration.  VA  will  have  to 
move  quickly  to  adapt  and  survive. 

These  recommendations  for 
reconfiguring  the  VA  medical  care 
system  are  consistent  with  the  findings 
and  recommendations  of  the  Mission 
Commission.  VA  senior  managers 
generally  recognize  its  rationale  for 
change  and  concur  with  its  overall 
objectives.  VHA's  challenge  is  to 
make  a  plan  and  implement  it. 

The  IBVSOs  are  aware  that  the 
Under  Secretary  for  Health  is  review- 
ing the  National  Health  Care  Plan 
(NHCP)  and  plans  to  release  it  in  the 
second  quarter  of  FY  1993.  The 
NHCP  is  expected  to  identify  catch- 
ment areas  (previously  labeled  geo- 
graphic service  areas  or  GSAs;  now 
more  properly  called  veterans  service 
areas  or  VSAs),  specify  standards  for 
defining  and  assigning  facility  mis- 
sions, specify  a  methodology  for 
designing  referral  networks,  specify  a 
methodology  for  estimating  future 
workload  at  the  facility  and  program 
level,  and  define  VA  Central  Office, 
regional,  network,  medical  center  roles 
and  responsibilities  for  ongoing  devel- 
opment and  implementation  ol  the 
National  Health  Care  Plan. 

Two  principles  must  be  fundamen- 
tal to  VA  restructuring.  First,  veterans' 
needs  should  determine  resource  distri- 
bution. VA  must  redirect  resources 
from  under-utilized  facilities  to  areas  of 
unmet  veteran  need.  Second,  the  plan- 
ning process  must  include  all  vested 
interests.  VA  senior  management,  vet- 
erans service  organizations,  academic 
affiliates,  and  Congressional  veterans 
affairs  committees'  staffs  should  partic- 
ipate in  a  formal  process. 
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IMPROVING  BENEFICIARY 
TRAVEL  TO  ALLOW 
APPROPRIATE  UTILIZATION 
OF  VA  RESOURCES 

Past  Independent  Budgets  have  vml 

much  about  restructuring  VA  medical 
centers  to  maximize  utilization  of  ser- 
vices and  high-tech  equipment.  It  is 
critical  that  VA  eliminate  redundant 
and  underutilized  services  to  realize 
savings  that  will  allow  the  Department 
to  expand  resources  in  geographic- 
areas  with  high  veteran  demand. 

Not  only  does  restructuring  pro- 
duce savings,  but  several  studies  have 
demonstrated  that  when  highly  spe- 
cialized services — such  as  open  heart 
surgery — are  underutilized,  their  mor- 
tality, and  morbidity  rates  are  dispro- 
portionately high.  Equipment  is  not 
used  efficiently,  and  staff  cannot 
maintain  specialized  skills  without 
sufficient  workload.  Consolidating 
such  services  can  allow  VA  to  realize 
economies  of  scale. 

Adequate  funding  for  beneficiary 
travel  must  accompany  VA's  realloca- 
tion of  resources.  Patients  must  be 
able  to  access  the  services  they  need. 
Reallocating  VA's  resources  will  pro- 
duce ample  savings  from  which  to 
provide  beneficiary  travel  funds. 
Sweden's  national  medical  care  sys- 
tem is  highly  centralized,  but  offers  its 
citizens  free  travel  to  tertiary  care 
providers.  Sweden's  system  maintains 
a  relatively  low  medical  care  inflation 
rate,  because  it  does  not  need  to  dupli- 
cate its  equipment  purchases  in 
regions  without  the  critical  mass  to 
justify  such  purchases.  Sweden  offers 
VA  a  model  for  resource  allocation 
planning,  but.  as  in  Sweden,  a  generous 
beneficiary  travel  package  must  accom- 
pany this  allocation. 

Another  beneficiary  travel 
enhancement  VA  should  explore  is 
converting  unstaffed  beds  to  "sleeping 


beds"  for  traveling  outpatients  and 
their  caregivers.  VA  could  recover  the 
minimal  costs  ot  boarding  caregivers 
and  should  pas.  as  a  travel  benefit,  the 
minimal  costs  of  boarding  patients 
receh  ing  VA  treatment. 

■  Plan  to  Retire  the 
Equipment  Backlog 

The  VA  equipment  purchase  backlog 
is  a  serious  liability  to  the  Department. 
It  costs  more  to  keep  equipment  in  ser- 
vice  beyond  its  normal  life  span  than  it 
does  to  replace  it.  Many  medical  cen- 
ters use  outmoded  equipment,  which 
could  yield  inaccurate  results  and 
delay  patient  assessment.  The  equip- 
ment purchase  backlog  is  part  of  the 
cycle  of  inefficiency  and  declining 
quality  that  the  inadequate  budgets  of 
the  Eighties  produced.  The  backlogs 
escalate,  because  each  year  more  of 
VA's  equipment  reaches  the  end  of  its 
useful  life,  and  advances  in  diagnostic 
and  therapeutic  equipment  continue. 

Equipment  management  modules 
in  the  Decentralized  Hospital 
Computer  Program  allow  individual 
VHA  facilities  to  schedule  equipment 
maintenance  and  replacement,  but 
there  is  no  system-wide  coordination 
of  equipment  purchases.  Because 
VHA  has  no  reliable  means  to  track  its 
equipment  nationally,  it  cannot  effec- 
tively resolve  the  equipment  backlog. 
The  IBVSOs  consider  efficiently  man- 
aging the  medical  equipment  tracking 
system  critical  to  the  VA  medical  care 
program's  viability.  VHA  should  act 
immediately  and  aggressively  to  item- 
ize and  document  the  equipment  pur- 
chase backlog.  The  IBVSOs  also  call 
on  Congress  to  insist  on  a  clear 
accounting  of  VHA's  equipment  needs. 


The  VA  equipment 

I  purchase  backlog  is 

a  serious  liability  to  the 

Department  of  Veterans 

Allans. 


Eliminating  duplicative  medical 
services  mas  offset  some  of  the  esti- 
mated medical  equipment  backlog.  A 
central  planning  authority  should  certi- 
fy the  need  for  replacement  medical 
equipment.  Regionalizing  certain  ser 
sices  and  providing  appropriate  bene- 
ficiary travel,  expanding  sharing 
arrangements,  and  interim  equipment 
leasing  are  all  acceptable  means  of 
ameliorating  the  equipment  backlog. 

Inadequate  equipment  has  ramifi- 
cations for  quality  measures  system- 
wide.  The  state  of  equipment  affects 
VA's  ability  to  establish  relationships 
with  DOD  and  affiliates,  recruit  and 
retain  first-rate  clinical  personnel,  and 
provide  accurate,  timely  service  to  vet- 
erans. The  IBVSOs  cannot  stress 
strongly  enough  the  need  for  ade- 
quate funds  to  alleviate  the  equip- 
ment backlog.  VA  cannot  fulfill  its 
role  in  the  nation's  health  care  sss- 
tem  if  it  lacks  equipment  to  provide 
quality  patient  care. 

■  Implement  a  Resource 
Planning  and  Allocation 
Methodology 

VA  has  not  replaced  the  failed 
Resource  Allocation  Methodology 
(RAM)  for  annual  allocation  of  appro- 
priated funds  among  VA's  facilities 
and  programs.  VA  is  developing  a 
new  resource  planning  and  manage- 
ment methodology,  the  Resource 
Planning  and  Management  (RPM) 
model,  using  a  prototype  to  structure 
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the  FY  1993  allocations  and  plan  the 
FY  1994  VHA  budget. 

The  RPM  system  consists  of  a 
data  base,  a  management  system,  and 
the  National  Health  Care  Plan 
(NHCP).  The  IBVSOs  endorse  the 
RPM  concept,  particularly  the  integra- 
tion of  resource  allocation  with  strate- 
gic planning.  VA  can  only  accomplish 
system  reconfiguration  in  accordance 
with  NHCP  through  consistent,  coor- 
dinated funding  decisions. 

The  IBVSOs  are  concerned,  how- 
ever, that  some  VHA  administrators 
are  now  questioning  elements  of  the 
methodology.  The  methodology  is 
necessarily  complex,  comprising  algo- 
rithms for  extracting,  filtering,  and 
organizing  historic  data;  collecting, 
validating,  and  storing  current  data; 
and  projecting  workload  and  cost  data. 
The  Under  Secretary  for  Health  should 
ensure  that  these  algorithms  are  thor- 
oughly documented  so  that  they  can  be 
well  understood  by  regional  and  facili- 
ty administrators.  The  success  of 
RPM.  and  ultimately  of  the  National 
Health  Care  Plan,  depends  on  system- 
wide  confidence  that  funding  deci- 
sions based  on  the  methodology  will 
be  logical  and  consistent. 

The  IBVSOs  also  request  that  the 
Under  Secretary  for  Health  provide 
RPM  documentation  to  veterans 
groups.  As  funding  decisions  will 
directly  affect  veterans.  VA  should 
inform  their  representatives  at  all 
stages  of  the  design,  development,  and 
testing  of  resource  allocation  algo- 
rithms and  methodologies. 

■  Improve  Information 
Resources  Management 

A  fundamental  principle  of  informa- 
tion resource  management  theory 
states  that  information  is  an  asset  that 
should  be  managed  from  the  highest 


organizational  levels.  For  VA.  this 
means  that  the  Office  of  the  Secretary 
should  direct  information  resources 
development  and  dissemination. 


?e  Secretary  should 
direct  information 
resources  development  and 
dissemination. 


VA  has  some  excellent  systems 
for  managing  its  wealth  of  informa- 
tion. The  personal  commitment  and 
initiative  of  VA  employees  at  all  lev- 
els, from  administrators  to  program- 
mers, has  resulted  in  the  development 
of  many  effective  applications  to  sup- 
port planning,  management,  research, 
operations  and  medical  care  delivery. 
What  VA  needs  is  to  coordinate  all 
these  initiatives.  Access  to  informa- 
tion is  uneven  across  the  system. 
Many  new  useful,  important  informa- 
tion applications  are  developed  in  rela- 
tive isolation.  Systems  that  have  been 
in  place  for  years  are  still  not  well 
documented  or  widely  accessible. 
Redundant  and  inconsistent  systems 
operate  in  parallel.  For  example,  the 
Patient  Treatment  File  (PTF)  and  the 
Automated  Management  Information 
System  (AMIS)  give  different  answers 
to  similar  questions  about  VHA  pro- 
grams use  rates. 

The  Veterans  Benefits  Adminis- 
tration (VBA)  is  modernizing  its  infor- 
mation management  systems.  VHA 
should  coordinate  its  data  management 
planning  with  VBA  and  with  the 
National  Cemetery  System  (NCS). 
Only  if  the  Secretary's  office  coordi- 
nates information  resource  manage- 
ment can  data  be  effectively  shared 
among  VHA.  VBA.  and  NCS. 

VA  needs  to  coordinate  with 
providers  and  users  of  information 


outside  VA.  VA  obtains  data  from  or 
provides  data  to  the  Department  of 
Defense,  the  Bureau  of  the  Census,  the 
Health  Care  Financing  Administration, 
the  Social  Security  Administration,  the 
Internal  Revenue  Service,  state  and 
local  government  health  data  collec- 
tion entities,  academic  clinical  and 
health  services  research  centers  and 
veterans  service  organizations.  The 
Office  of  the  Secretary  is  the  appropri- 
ate level  at  which  to  transfer  informa- 
tion to  other  federal  agencies  and  non- 
government organizations  and 
institutions. 


V'A  must  accomplish  top- 
down  information 
resource  management 
without  stifling  creative 
initiative  from  below. 


VA  must  accomplish  top-down 
information  resource  management 
without  stifling  creative  initiative  from 
below.  The  continuous  advance  ot 
data-handling  technology  and  the  per 
sonal  commitment  of  individuals 
throughout  VA  striving  to  find  easier 
and  better  ways  to  do  their  jobs 
ensure  continuous  development  of 
VA's  information  systems.  The  chal- 
lenge to  information  managers  is  to 
stay  ahead  of  information  users.  The 
Secretary's  energetic,  conspicuous 
interest  is  needed  to  pull  together  all 
VA  data  and  information  systems  and 
make  them  accessible  throughout  the 
Department. 

■  Maintain  Emphasis  on 
Quality 

The  1/idependenr  Budget  commends 
the  Under  Secretary  for  Health  and  the 
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Associate  Chief  Medical  Director  for 
Quality  Management  for  publishing 
Blueprint  for  Quality.  This  document 
provides  a  complete  overview  of 
VHA's  national  quality  assurance 
programs.  The  range  of  risk  manage- 
ment, oversight,  and  quality  assess- 
ment programs  the  Blueprint  reviews 
demonstrate  VA's  commitment  to 
quality. 

As  the  Blueprint  repeatedly  notes, 
good  data  and  effective  information 
resource  management  systems  are 
essential  to  monitoring  quality.  The 
Independent  Budget  encourages 
Congress  and  VA  administration  to 
ensure  that  quality  assurance  programs 
are  supported  by  adequately  funded 
data  and  information  systems. 


Overall  health  care 
quality  in  VA 
ultimately  depends  on  the 
annual  appropriation. 

VA  employees  enter  into  the  qual- 
ity assurance  effort,  sometimes  risking 
their  jobs  to  do  so.  The  IBVSOs 
encourage  Congress  to  cover  these 
vigilant  employees  under  the 
Whistleblower  Protection  Act. 
Employees  can  be  a  valuable  part  of 
the  quality  assurance  effort  and  should 
be  encouraged,  rather  than  discour- 
aged by  the  threat  of  retaliation,  from 
bringing  problems  to  the  attention  of 
superiors  organization-wide. 

Quality  assurance  programs  are 
essential  to  identify  opportunities  for 
improvement.  Several  VA  medical 
centers  recently  received  "Accredit- 
ation with  Commendation"  from  the 
Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO). 
While  such  programs  are  effective  in 


monitoring  and  improving  quality. 
overall  health  care  quality  in  VA 
depends  on  the  annual  appropriation 
VHA  is  the  country's  most  thorough- 
ly inspected,  reviewed,  and  moni- 
tored health  care  system.  The 
Independent  Budge!  asks  that 
Congress  recognize  that  significant 
improvements  in  veterans'  health 
care  depend  on  Congressional  fund- 
ing priorities. 

■  Strengthen  Teaching 
Affiliations 

In  1947.  Memorandum  No.  2  estab- 
lished the  framework  for  VA's  affilia- 
tions with  the  nation's  medical 
schools.  This  historic  document  set 
out  the  ideals  and  goals  that  engen- 
dered the  cooperative  relationship 
between  VA  and  academic  medicine. 

The  great  success  of  America's 
health  education  system  in  this  century 
is  largely  due  to  the  foresight  and  flex- 
ibility embodied  in  Memorandum  No. 
2.  Because  we  believe  everyone  with 
an  interest  in  the  history  and  future  of 
VA's  role  in  medical  education  should 
know  its  origin,  the  text  of  the 
Memorandum  appears  in  this 
Independent  Budget's  "Appendix  C". 

VA's  original  affiliations  were 
with  medical  schools.  Over  the  past 
50  years,  its  affiliations  have  expanded 
to  include  all  schools  of  dentistry  and 
many  schools  of  nursing  and  allied 
health  sciences.  Today,  these  VA  hos- 
pital educational  commitments  consti- 
tute the  nation's  single  largest  health 
manpower  production  resource,  accom- 
modating more  than  100,000  graduate 
and  undergraduate  students  in  the  full 
spectrum  of  the  health  professions. 

Affiliations  between  VA  hospitals 
and  the  nation's  medical  schools  have 
been  a  major  factor  in  the  promotion 
of  high-quality  care  for  veterans  and 


VA's  chief  source  of  physician  recruit- 
ment. They  have  provided  a  frame- 
work for  extensive  sharing  of  diagnos- 
tic and  therapeutic  equipment  and 
have  enabled  VA  medical  research 
laboratories  to  contribute  much  to 
medical  knowledge.  The  nation's 
medical  schools  provide  millions  of 
dollars  to  help  recruit  and  retain  physi- 
cians who  carry  professional  responsi- 
bilities both  at  VA  facilities  and  at 
affiliated  schools.  Without  these  sup- 
plements. VA  physicians'  incomes 
would  not  approach  parity  with  those 
of  their  faculty  colleagues. 
Affiliations  are  also  vital  to  many  par- 
ticipating schools  that  depend  on  the 
patient  teaching  base  and  research  lab- 
oratories VA  medical  centers  provide. 
During  this  decade.  VA  must 
adapt  to  veterans'  changing  needs, 
advancements  in  medical  technology, 
and  modern  medicine's  emphasis  on 
non-institutional  care.  National  health 
care  reform  will  intensify  the  forces 
driving  change  in  VA  through  its 
effects  on  VA's  case-mix  and  work- 
load. A  changing  VA  will  require 
change  in  the  relationships  with  the 
schools.  Currently,  most  of  VA's  edu- 
cation programs  utilize  its  hospitalized 
patients  as  a  teaching  base.  In  coming 
years.  VA  must  expand  its  outpatient 
services,  provide  more  non-institution- 
al long-term  care,  and  increase  its  geri- 
atric programs'  capacities.  The  major 
teaching  venue  therefore  must  shift 
from  inpatient  care  to  ambulatory  care 
and  surgi-clinics,  a  situation  which 
also  pertains  to  educational  programs 
in  the  private  medical  sector. 

These  changes  have  already 
begun.  Stresses  on  VA's  academic 
affiliations  are  increasingly  apparent, 
especially  where  resource  shortfalls 
have  resulted  in  delayed  upgrading  of 
medical  equipment,  or  in  the  closure 
of  teaching  beds  and  clinics,  the  latter 
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sometimes  presented  as  a  fait  accompli 
in  the  unfortunate  absence  of  consulta- 
tion  with  the  affiliated  schools. 
Conversely,  the  schools  may  not  be 
sufficiently  cognizant  of  VA  medical 
centers'  needs.  For  example,  VA's 
pressing  need  to  expand  geriatric 
leaching  programs  does  not  attract  suf- 
ficient interest  trom  some  medical 
schools'  faculties  and  deans. 

VA  and  the  academic  community 
understand  the  forces  at  work  and  the 
problems  that  exist.  The  aging  of  the 
population,  the  advancement  of  tech- 
nology and  the  evolution  of  medical 
practice  affect  the  schools  just  as  they 
affect  VA.  Increasing  financial  pres- 
sures affect  both  systems,  their  physi- 
cians and  their  students.  The  schools 
face  the  same  need  for  change  as  does 
VA.  The  IBVSO  authors,  through 
consultation  with  many  deans,  offi- 
cials of  the  Association  of  American 
Medical  Colleges,  and  directors  ol 
at  1 1  hated  VA  medical  centers,  have 
come  to  believe  that  there  is  mutual 
agreement  on  the  need  to  review  the 
formal  basis  for  affiliations. 

The  review's  purpose  would  be  to 
ensure  that  the  good  faith,  unselfish- 
ness, tolerance,  and  cordiality  that  ani- 
mate Memorandum  No  2  are  reflected 
in  the  subsequent  legislation,  regula- 
tions, and  circulars  that  constitute  the 
framework  for  making  decisions  that 
involve  VA  hospitals  and  affiliated 
schools.  The  review's  practical  goals 
include  improved  operational  commu- 
nication and  cooperation  in  the  devel- 
opment of  new  programs  and  educa- 
tional consortia.  Such  a  review  would 
clarify  the  rights  and  responsibilities 
of  all  parties  to  the  affiliations  agree- 
ments and  set  guidelines  for  decision- 
making. The  IBVSOs  believe  that  the 
Department  of  Veterans  Affairs 
Special  Medical  Advisory  Group 
(SMAG)  is  the  proper  body  to  under- 


take such  a  review.  SMAG  is  respon- 
sible to  Congress  and  is  highly 
regarded  both  in  VA  and  the  academ- 
ic community. 

Veterans  have  a  proprietary  inter- 
est in  their  system  and  VA  should 
always  perform  its  education  mission 
in  ways  that  ensure  the  best  care  for 
its  patients.  National  veterans  service 
organizations  should  participate  in 
decisions  that  may  affect  the  range 
and  quality  of  services  provided  in 
VA  facilities. 

Continued  excellent  care  for  vet- 
erans depends  on  VA  physicians  and 
medical  school  faculty  working 
together  to  shift  from  bedside  venues 
to  ambulator,  clinics  and  non-institu- 
tional long-term  care.  The  common 
interests  that  have  supported  this  pro- 
ductive partnership  in  the  past  will 
continue  to  be  the  basis  for  mutual  and 
coordinated  adaptation  to  the  future. 


Human  Resources 
Development 


NURSES 

VA  nurses  accounted  for  almost  45 
percent  of  VA's  employees  in  FY 
1992.  Their  services  are  invaluable  to 
the  system  and.  like  their  private  sec- 
tor peers,  they  have  been  in  short  sup- 
ply, a  situation  which  is  fortunately 
improving  in  some  VA  facilities. 

Title  111.  PL  102-585,  modified 
the  Nurse  Pay  Act  of  1990.  This  law 
revises  nurse  pay  grade  schedules  to 
include  four,  rather  than  five,  pay 
grades:  requires  the  review  of  stan- 
dards to  reduce  pay  compression; 
authorizes  special  pay  for  VA  nurses 
outside  the  continental  U.S.;  and 
requires  a  VA  report  on  the  chief  nurse 
position  and  specifies  pay  retention  at 
the  top  step  of  any  grade.  VA  advo- 
cates have  championed  many  ol  these 


goals  for  years,  and  we  commend 
Congress  for  their  enactment.  The 
IBVSOs  will  continue  to  monitor 
implementation  of  the  Nurse  Pay  Act 
of  1990  and  its  subsequent  amend- 
ments in  PL  102-585.  particularly  in 
the  areas  of  salary  compression  and 
pay  retention. 

PHYSICIANS 

Increasingly.  VA  medical  centers  must 
contract  with  private-sector  physi- 
cians to  ensure  that  certain  specialty 
services  are  accorded  to  veterans  in 
need  ot  prompt,  tertiary  care.  These 
contractual  arrangements  are  neces- 
sary because  VA  is  inadequately 
staffed,  particularly  with  specialists. 
Salary-related  costs  and  medical  mal- 
practice insurance  premiums  are  two 
factors  that  inhibit  VA's  ability  to 
successfully  recruit  such  specialty 
personnel  as  neurosurgeons, 
orthopaedic  surgeons,  radiologists, 
anesthesiologists,  and  psychiatrists. 

"Contract"  physicians  demand 
and  receive  more  compensation  than 
VA-employed  doctors.  A  significant 
portion  of  "contract"  physician  fees, 
however,  goes  to  meet  the  ever-rising 
costs  of  medical  malpractice  insurance. 

To  reduce  the  cost  of  hiring  "con- 
tract" physicians,  the  Independent 
Budget  recommends — as  it  has  tor  the 
past  four  years — that  Congress  give 
these  physicians  the  same  absolute  or 
qualified  immunity  from  tort  liability 
(medical  malpractice  claims)  that  VA 
stall  physicians  enjoy.  Congress  can 
implement  such  a  remedy  by  amend- 
ing the  Federal  Tort  Claims  Act  (28 
U.S.C.  Sees.  2671-2686:  1346  (b);  and 
38  U.S.C.  Sect  7316)  so  that  the  same 
"umbrella"  of  legal  protection  that 
covers  VA  physicians  includes  "con- 
tract" physicians. 

This  does  not  mean  that  a  veteran 
has  no  legal  remedy  for  the  negligent 
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action  or  inaction  of  a  physician  who. 
in  one  capacity  or  another,  practices 
within  the  VA  system.  Rather,  the 
Federal  Tort  Claims  Act  states  that  the 
proper  party  to  defend  of  that  type  of 
suit  is  the  "United  States"  (specifi- 
cally, the  Department  of  Veterans 
Affairs),  not  the  federal  employee- 
physician.  Insofar  as  "contract" 
physicians  are  concerned.  VA  would 
have  to  acknowledge  an  "employer/ 
employee"  nexus  (and  not  a  pure 
"independent  contractor"  relation- 
ship) to  support  the  veteran's  right  to 
bring  legal  action  under  the  Federal 
Tort  Claims  Act. 

Thus,  extending  to  "contract" 
physicians  practicing  in  VA  facilities 
the  same  legal  protection  that  VA 
physicians  receive  will  not  leave  veter- 
ans without  a  legal  forum  for  tort 
claims.  Just  as  important,  in  this  era 
of  financial  austerity.  Congress's 
adoption  of  this  recommendation 
would  save  VA  millions  of  dollars  on 
the  costs  of  malpractice  insurance  cov- 
ering contract  physicians 

DENTISTS 

Every  dental  school  in  the  United 
States  is  affiliated  with  at  least  one  VA 
medical  center.  Currently,  several  den- 
tal schools  are  pursuing  consortia 
arrangements  with  VA  medical  cen- 
ters, to  give  veterans  access  to  services 
at  a  dental  school  clinic  or  university 
hospital  that  might  not  be  available  at 
a  VA  medical  center.  Demonstration 
projects  would  provide  incentives  to 
develop  consortia — such  as  allocation 
of  new  residency  positions — that  VA 
and  affiliated  dental  schools  would 
share.  Such  residency  support  would 
provide  improved  care  and  enhanced 
opportunities  for  VA  dental  research. 
VA  should  continue  to  strengthen  VA- 
dental  school  affiliations  and  seek 
opportunities  lor  sharing  resources  and 
facilities  with  dental  schools. 


PHYSICIAN  ASSISTANTS  (PAs) 

VA  is  the  nations'  largest  employer  of 
physician  assistants  (PAs).  employing 
some  1,000  of  the  21,000  in  the  U.S. 
PAs  are  trained  to  provide  much  care 
physicians  traditionally  performed, 
including  triage  and  diagnostic  work. 
They  may  write  certain  prescriptions 
under  physician  supervision.  They 
also  provide  administrative  support. 
VA  utilizes  PAs  to  comply  with 
Accreditation  Council  for  Graduate 
Medical  Education  (ACGME)  stan- 
dards. Generally,  VA  and  the  private 
sector  increasingly  view  PAs  as  appro- 
priate and  cost-effective  alternative 
care  staffing. 

Congress  enacted  pay  grades  and 
certification  criteria  for  VA's  physi- 
cian assistants  in  1978.  They  have  not 
been  amended  since.  As  competition 
for  alternative  care  sources  grows. 
VA's  problems  with  PA  recruitment 
and  retention  are  increasingly  evident. 
There  has  been  a  16-percent  turnover 
rate  over  the  last  two  to  three  years, 
and  the  vacancy  rate  has  climbed  from 
between  2  and  3  percent  to  between  X 
and  9  percent  over  the  same  period. 
In  addition  to  its  pay  scale  problems. 
VA  is  bypassing  valuable  opportuni- 
ties to  access  physician  assistant  train- 
ing through  sharing  arrangements  and 
underfunding. 

VA  is  currently  reviewing  the 
codes  guiding  its  protocol  for  PAs.  It 
ma)  implement  more  acceptable  pay 
grades,  but  it  has  undertaken  the  revi- 
sions without  PA  representation.  PAs 
recognize  the  problems  in  PA  position 
turnover  and  vacancies  and  should  be 
invited  to  review  the  changes  in  their 
governance.  Effective  representation 
would  allow  for  PA  leadership  to  meet 
with  VHA  leadership  once  each  quar- 
ter, rather  than  annually. 


Vkterans  entitlements  have 
not  contributed  to  the 
deficit,  and  spending  for 
veterans  health  care  has  not 

even  kept  pace  with 

medical  care  inflation  or  the 

federal  health  budget's 

inflation  rate. 


Independent  Budget 
Metfwdology 

■  Principles 

The  concept  for  an  Independent 
Budget  was  developed  in  the  late 
1980s  when  its  authors  recognized  the 
need  to  aggressively  confront  the  pro- 
gressive deterioration  of  VA  funding. 
The  Independent  Budget  objectively 
assesses  VA's  resource  requirements. 
It  serves  as  a  counterpoint  to  the 
President's  budget,  which  fiscal  and 
political  considerations,  such  as  the 
overall  federal  budget  and  the  deficit, 
temper.  While  the  Independent 
Biiileel  authors  understand  these 
issues'  significance  and  the  need  to 
find  solutions  to  the  ever-increasing 
growth  in  national  spending  and  debt. 
Congress  and  the  Administration 
should  not  view  compromising  vcicr 
ans'  rights  as  a  means  to  achieving 
their  political  objectives.  Veterans 
entitlements  have  not  contributed  to 
the  deficit,  and  spending  for  veterans 
health  care  has  not  even  kept  pace 
with  medical  care  inflation  or  the  led 
eral  health  budget's  inflation  rate.  The 
Independent  Budget  recommended 
appropriation  lor  Medical  Care  is 
shown  in  TableX. 
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MEDICAL  CARE 
INDEPENDENT  BUDGET  RECOMMENDED  APPROPRIATION 


TOTAl     SI  5,458,979,000 

Payroll  Related  Increases 

Retirement  Programs 53,922,000 

Annualization  oil  993  Pay  Raise 112,514,000 

Annualizotion  of  1993  Federal  Employee  Health  Benefit  Program 9,256,037 

Pay  Raise  1994 337,157,000 

Within  Grade  Pay  1994 • 72,412,000 

Federal  Employee  Health  Benefit  Program  1994 27,347,382 

Other  Personnel  Costs 50,000,000 

InflaHon   273,903,872 

Compensation  for  Inadequate  Inflation  from  Past  Fiscal  Years  1 1 1 ,990,000 

Facility  Activations  (Including  Capital  Investments] 200,000,000 

Property  Rental a50'000 

Recurring  Funding  for  FY  1993  Administration  and 

Congressional  Initiatives 102,000,000 

Funding  Required  in  Excess  of  FY  1993  Budget 

Estimates  for  Pharmaceuticals 46,000,000 

Adjustments  to  FY  1993  Program  Base 212,704,000 

Adjustments  for  Rate  Changes 

Stole  Nursing  Homes 14,093,000 

State  Home  Hospitals 610,000 

State  Home  Domiciliates 183,000 

Community  Nursing  Homes 37,309,000 

Contract  Hospitals 10,933,000 

TOTAl     $17,131,963,291 

Additional  Initiatives  1 994 

Inpatient  Workload  Increase 12,032,000 

Outpatient  Workload  Increase 82,265,000 

Extended  Care  Programs  Increase 338,730,000 

Homeless  Programs 10,000,000 

Post-Traumatic  Stress  Disorder  (PTSD) 10,000,000 

Long-Term  Psychiatric  Care 10,000,000 

Substance  Abuse  Interventions 10,000,000 

Blind  Veterans  Rehabilitation 5,000,000 

Education  and  Training 128,000,000 

Decentralized  Hospital  Computer  Program 20,000,000 

Equipment  Backlog  200,000,000 

Non-Recurring  Repair  and  Maintenance  Backlog 200,000,000 

Pharmaceutical  Unit  Dose  Program   8,000,000 

Facility  Activations  for  Leased  Nursing  Homes 15,000,000 

TOTAL     $18,180,990,000 


■  "Current  Services" 

VA  funding  levels  became  severely 
deficient  in  the  Eighties.  During  that 
time,  the  Independent  Budget  co- 
authors decided  to  track  spending 
using  a  "current  services  level" 
approach.  The  current  services  level 
represents  the  dollar  amount  needed  to 
support  an  FY  1988  workload,  with 
adjustments  to  compensate  VA  for  its 
progress  toward  Independent  Budget 
goals  since  that  time.  The 
Independent  Budget  used  FY  1988  as 
a  "baseline"  year.  After  FY  1988, 
workload,  predominantly  in  communi- 
ty settings,  dropped  precipitously  as 
VA  began  to  experience  severe  med- 
ical care  funding  shortfalls  as  shown 
in  Table  9. 


?e  Independent  Budget 
current  services  level 
recommends  funding 
necessary  to  allow  VA 
patients  the  same  access  to 
quality  health  care  services 
in  FY  1994  that  they 
enjoyed  in  FY  1988. 

Each  year  since  FY  1988,  the 
Independent  Budget  has  adjusted  the 
current  services  level  for  increases  in 
payroll  costs;  to  accommodate  a  rea- 
sonable inflation  rate;  to  fund  facility 
activations;  to  fund  the  past  fiscal 
year's  legislative  and  administrative 
initiatives;  and  to  allow  for  per  diem 
rate  changes  in  contract  and  state 
home  programs.  The  Independent 
Budget  has  added  funds  to  accommo- 
date workload  increments  VA  has 
achieved  toward  Independent  Budget 
targets  in  past  fiscal  years.  This  fund- 
ing is  reflected  as  "Adjustments  to  the 
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5ELECTED  COMPARISONS  OF  VA  MEDICAL  CARE  ACTIVITY  VOLUMES 

FYS  1988- 1992 

ACTIVITY 

1 

O  o- 
Z  a> 

<    CO 
X  co 

O 

CO 

z"° 

o 
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5§ 
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O   <M 

Z  o- 

<    .1 
X  o- 

Z  o- 

<  ob 
X  co 

H  >■ 

VAMC  Psychiatric 

214,512 

6  1% 

201,432 

■4.9% 

191,469 

■5.4% 

181,004 

2.6% 

185,786 

-13.3% 

VAMC  Surgical 

290,569 

-6.1% 

272,630 

-3.7% 

262,442 

■3.5% 

253,081 

■1.3% 

249,590 

-14.1% 

VAMC  Medical 

581,375 

■4.7% 

553,519 

-2.6% 

539,147 

■4.1% 

517,027 

■3.3% 

499,716 

■14.0% 

VAMC  Patients 

Treated 

1 ,086,456 

-5.4% 

1,027,581 

-3.3% 

993,058 

-4.2% 

951,112 

-16% 

935,092 

-139% 

Non-VA  Hospital 

27,377 

13.6% 

23,655 

11  3% 

20,968 

-1.6% 

20,618 

-6.9% 

19,193 

-29  8% 

State  Home 

Hospital 

2,848 

■4.9% 

2,706 

11.1% 

2,404 

-2.8% 

2,335 

-13.0% 

2,030 

-28.7% 
-14.3% 

Total  Hospital 

1,116,681 

-5.6% 

1,053,942 

-3.5% 

1,016,430 

-4.1% 

974,065 

-1.8% 

956,315 

VAMC  Nursing 

Home 

27,220 

-2.4% 

26,561 

1  9% 

27,067 

48% 

28,376 

7  1% 

30,404 

11.7% 

Community 
Nursing  Home 

42,232 

23  7% 

32,209 

10.4% 

28,851 

-1.3% 

28,450 

-11.9% 

25,062 

-406% 

State  Home 

Nursing  Home 

14,224 

0.6% 

14,311 

5.5% 

15,108 

14% 

15,319 

4.1% 

15,956 

12.1% 

Total  Nursing 
Home 

83,676 

12.6% 

73,081 

-2.8% 

71,026 

1.5% 

72,145 

-1.0% 

71,422 

-14.6% 

VAMC 

Domiciliary 

16,607 

7.3% 

17,822 

6.0% 

18,895 

0.0% 

18,897 

2.5% 

19,384 

16.7% 

State  Home 

Domiciliary 

7,411 

-5.5% 

7,003 

-3.2% 

6,775 

0.9% 

6,838 

-10.5% 

6,117 

-17,4% 

Total  Domiciliary 

Care 

24,018 

3.3% 

24,825 

3.4% 

25,670 

0.2% 

25,735 

-0.9% 

25,501 

6.1% 

Total  Inpatients 

1.224.375      -5.9%         1.151,848      -3.3%         1,113,126     -3.7%         1,071,945      -1.7%        1,053,238  |-13.9% 


VA  Staff 

Outpatient  Visits 

Fee-Basis 
Outpatient  Visits 
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FY  1993  Program  Base"  in  the 
Independent  Budget  recommended 
appropriation  in  Table  8.  Incorporat- 
ing these  inflationary  costs  to  maintain 
the  FY  1988  service  level  and  accom- 
modating the  progress  VA  has  made 
toward  meeting  Independent  Budget 
objectives  results  in  a  new  current  ser- 
vices level  for  each  fiscal  year. 

The  Independent  Budget  current 
services  line  compares  to  the  VA 
appropriation  for  Medical  Care, 
because  it  does  not  assume  legislative 
changes  and  does  not  include  dollars 
for  the  Independent  Budget's,  proposed 
"funding  initiatives".  Rather,  the 
Independent  Budget  current  services 
level  recommends  funding  necessary 
to  allow  VA  patients  the  same  access 
to  quality  health  care  services  in  FY 
1994  that  they  enjoyed  in  FY  1988, 
including  the  improvements  VA  and 
Congress  have  implemented  since 
then.  In  FY  1993,  VA  falls  approxi- 
mately $800  million  short  of  the  FY 
1993  Independent  Budget  current  ser- 
vices recommendation. 


PAYROLL  COSTS 

Medical  care  is  a  labor-intensive 
industry.  Payroll  costs  for  FY  1993 
comprise  more  than  60  percent  of 
VA's  Medical  Care  budget.  Lately. 
VA,  like  other  medical  care  providers, 
has  had  to  address  shortages  in  the 
medical  care  labor  market.  Because  it 
must  vie  for  the  same  scarce  personnel 
as  private-sector  medical  care 
providers,  VA  must  offer  increasingly 
competitive  benefits  and  pay. 

Although  its  pay  raise  rate  is 
"capped"  at  the  level  Congress  enacted 
for  federal  employees.  Congress  has 
recognized  the  need  for  VA  to  make 
concessions  to  the  labor  markets  in 
which  its  facilities  operate. 
Congress's  recent  initiatives  to 
enhance  VA  recruitment  and  reten- 
tion have  included  locality  pay,  new 
wage  structures,  and  special  pay.  All 
of  these  initiatives  have  become  part 
of  VA's  payroll  costs  and  increase 
the  actual  inflation  rate  VA  realizes, 
beyond  the  Congressionally  enacted 
federal  pay  raise  rate,  for  its  labor. 

Congress  has  insufficiently 
funded  VA  for  special  pay  initia- 
tives.   Special  pay  plans,  such  as  the 


Nurse  Pay  Act  of  1990.  have  experi- 
enced difficult  implementation,  part- 
ly due  to  underfunding.  VA  nurses 
also  blame  survey  methods  used  to 
evaluate  various  labor  markets. 
When  VA  must  absorb  its  special 
pay  initiatives  and  some  existing 
payroll  requirements,  funding  avail- 
able for  other  purposes,  such  as 
equipment  and  physical  plant 
upkeep,  is  diminished.  Insufficient 
appropriations  for  the  payroll  ulti- 
mately translate  to  a  diminished  stan- 
dard of  VA  patient  care. 

Labor  costs  in  the  overinflated 
medical  care  sector  are  drastically  dif- 
ferent from  those  in  other  markets,  and 
VA  must  have  more  adequate  means 
of  accommodating  medical  care  labor 
market  inflation.  Special  pay  initia- 
tives can  help  bridge  the  gap  between 
VA  and  the  private  sector  if  VA  ade- 
quately surveys  market  needs  and  can 
implement  initiatives  at  appropriate 
funding  levels.  Underfunded  and 
poorly  implemented  "special  pay"  ini- 
tiatives undermine  VA's  ability  to 
recruit  and  retain  valuable  medical 
care  personnel. 


1 

ACTUAL  AND  PROJECTED 

MEDICAL  CARE  INFLATION  RATES 

1 

Medical 

Non-Pay 

Medical 

Non-Pay 

Medical 

Non-Pay 

CPI 

Deflator 

CPI 

Deflator 

CPI 

Deflator 

FY  1 994  OMB 

5  4% 

2  5% 

FY  1 993  OMB 

5.8% 

3  7% 

FY  1992  President's  Budget 

6  4% 

4  1% 

FY  1992 

7.0% 

27% 

FY  1 992 

-0.6% 

1.4% 

FY  1991  President's  Budget 

5  7% 

4  2% 

FY  1991 

78% 

40% 

FY  1991 

-2.1% 

02% 

FY  1990  President's  Budget 

5.9% 

3.6% 

FY  1990 

88% 

3  6% 

FY  1 990 

■2  9% 

0 

FY  1989  President's  Budget 

6.1% 

39% 

FY  1989 

7.2% 

4.4% 

FY  1 989 

-1.1% 

-0.5% 

FY  1988  President's  Budget 

5  3% 

3.7% 

FY  1988 

63% 

2  0% 

FY  1 988 
Average 

-10% 
-1.5% 

17% 
06% 

Source.  Budget  of the  Uni 

e d  Stales  G 

ivernment.  Department  oj  \  eterans  Affairs 
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INFLATION 

VA  applies  the  Office  of  Management 
and  Budget  (OMB)  inflation  rates  to 
non-personnel  items — excluding  rate 
changes  for  contract  care  arrange- 
ments— to  determine  its  inflation 
costs.  OMB  determines  both  a  med- 
ical inflation  factor  and  a  non-medical 
factor.  Examples  of  items  subject  to  a 
medical  inflation  rate  include  pharma- 
ceuticals, x-ray  equipment,  contract 
services,  land  and  structures,  and  ther- 
mometers. Examples  of  non-medical 
items  include  paper,  printing,  and 
transportation  costs. 

Table  10  shows  the  difference 
between  the  actual  medical  care  infla- 
tion rate  and  the  OMB-projected  rates. 
The  difference  between  these  two  rates 
averaged  1.5  percent  between  FY 
1988  and  FY  1992.  Applying  an  inad- 
equate OMB-imposed  inflation  rate  to 
the  past  year's  purchases  consistently 
underestimates  actual  inflation  costs 
for  medical  items.  For  example,  if  a 
case  of  thermometers  cost  $300  in  FY 
1993,  and  the  OMB-imposed  medical 
care  inflation  rate  was  6  percent  for 
FY  1994,  then  VA  would  project  that 
a  case  of  similar  thermometers  would 
cost  $318  in  FY  1994. 

If  VA  had  to  buy  a  case  of  ther- 
mometers at  a  "real"  inflation  rate  of  8 
percent  ($324),  VA  would  fall  $6  short 
of  the  actual  purchase  price.  With 
VA's  massive  purchasing  require- 
ments, such  differences  easily  translate 
into  hundreds  of  thousands  of  dollars. 
Currently.  VA  must  accommodate  the 
shortfall  for  items  that  have  higher- 
than-projected  costs  from  monies 
appropriated  for  other  purposes. 

The  Independent  Budget  will 
begin  to  track  the  dollars  lost  to  under- 
estimated inflation  rates.  A  line  titled 
"Compensation  for  Inadequate 
Inflation  Factors"  shown  in  Table  8 
references  this  dollar  amount.  The 
IBVSOs  believe  that  Congress  should 


give  VA  a  supplemental  appropriation 
to  accommodate  the  dollars  lost  to  an 
inadequate  medical  inflation  rate  in 
any  fiscal  year.  This  may  encourage 
OMB  to  project  a  more  realistic  med- 
ical care  inflation  factor  in  future  fis- 
cal years. 

The  Independent  Budget  will  also 
project  its  own  inflation  rate  using 
historical  differentials  between 
OMB-projected  rates  for  medical 
care  and  actual  rates  VA  experi- 
enced. The  IBVSOs  will  apply  this 
inflation  factor  to  VA's  costs  to 
determine  a  dollar  amount  for  infla- 
tion for  each  fiscal  year.  Chart  2  on 
page  65  displays  the  Medical  Care 
Appropriation  in  current  and  constant 
dollars.  Despite  the  fact  that  VA 
appropriations  have  grown  annually. 
VA's  purchasing  power  has  stagnat- 
ed while  growing  demand  and  man- 
dated expansion  have  increased  VA's 
resource  needs.  The  shortfall  results 
in  redirected  funding  ("cannibaliza- 
tion")  and  delay  and  denial  of  care. 

FUNDING  TO  COMPENSATE 
FOR  THE  PHARMACEUTICAL 
SHORTFALL 

The  enactment  the  Medicaid  Prudent 
Purchasing  Act  (also  known  as  the 
Pryor  Amendment)  of  the  Omnibus 
Budget  Reconciliation  Act  of  1990 
increased  the  prices  pharmaceutical 
manufacturers  charged  VA  for  pre- 
scription drugs.  VA  estimated  that 
its  unanticipated  costs  due  to  the 
amendment  were  $92  million  in 
1992.  which  temporary  legislation 
ameliorated,  resulting  in  a  $42-mil 
lion  VA  funding  shortfall. 

Because  of  Medicaid's  high-vol- 
ume purchases.  Sen.  David  Pryor  (D- 
AR)  believed  that  it  should  be 
rewarded  with  lower  industry  prices. 
His  amendment  mandated  that  phar- 
maceutical manufacturers  provide 
Medicaid  with  the  best  price  available 


on  the  market  or  a  rebate  of  12.5  per- 
cent. The  amendment  has  been  large- 
ly successful — the  federal  govern- 
ment will  realize  savings  of  $3  billion 
to  $5  billion  annually  for  Medicaid 
purchases,  according  to  the 
Congressional  Budget  Office. 

Reacting  to  the  Medicaid  rebate 
provisions,  the  pharmaceutical  indus- 
try hastened  to  "protect  the  bottom 
line"  by  cost-shifting  to  other  payers, 
including  VA,  DOD.  and  other  federal 
agencies.  As  a  much  smaller  payer, 
representing  only  about  1  percent  of 
US  drug  sales.  VA  had  sometimes 
enjoyed  the  "best  price"  the  industry 
offered.  Cost-shifting  onto  smaller 
federal  buyers  was  a  negative  side- 
effect  of  an  otherwise  successful  piece 
of  legislation. 

Because  of  the  leadership  of 
Senators  John  D.  "Jay"  Rockefeller 
(D-WV).  Alan  Simpson  (R-WY). 
Frank  Murkowski  (R-AK),  and  Alan 
Cranston  (D-CA).  who  were  largely 
responsible  for  the  inclusion  of  Title 
VI-Drug  Pricing  Agreements  of  the  PL 
102-585  in  the  Veterans  Health  Care 
Act  of  1992.  any  pharmaceutical  man- 
ufacturer who  provides  pharmaceuti- 
cals to  the  Medicaid  program  or  facili- 
ties receiving  funds  from  the  Public 
Health  Service  (PHS)  are  required  to 
provide  VA  (as  well  as  DOD  and 
PHS)  with  pharmaceuticals  at  a  dis- 
counted price.  This  price  is  set  at  24 
percent  below  the  federal  average  mar- 
ket price  (FAMP)  with  inflation 
adjusted  for  the  product  price  index 
(PPI)  annually.  The  act  effectively 
removes  VA.  DOD.  and  PHS  from  the 
Pryor  Amendment's  "best  price"  for- 
mula. The  IBVSOs  are  pleased  with 
Congressional  efforts  to  give  the  phar- 
maceutical industry  a  greater  incentive 
to  provide  VA  with  its  products  al  a 
reduced  price  and  will  actively  moni- 
tor its  effects  on  VA  spending  for 
pharmaceuticals. 
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FACILITY  ACTIVATIONS 

VA  requires  certain  funds  to  staff 
and  equip  new  facilities  that  come 
on-line  as  it  completes  construction 
and  renovation  projects.  VA  funds 
new  or  additional  equipment  and 
employees  through  the  Facility 
Activations  account. 

OMB.  anticipating  delays  in  con- 
struction, applies  a  "slippage"  factor  to 
avoid  providing  funds  to  activate  facili- 
ties that  are  not  ready  by  their  scheduled 
completion  date.  The  slippage  factor 
applied  in  past  years  has  been  too  high. 
OMB  should  re -estimate  this  rate,  based 
on  recent  VA  experience.  Lack  of  acti- 
vation funds  leaves  newly  constructed 
or  renovated  facilities  unstaffed  and 
unequipped  when  the  time  comes  to 


open  the  doors.  Veterans  get  nothing  to 
justify  the  money  spent  on  construction, 
and  VA  must  use  medical  care  funds  to 
support  inactive  facilities  that  cannot 
provide  medical  care. 


Trie  Independent  Budget's 

/  workload  targets  call  for 

optimal  use  of  the  most 

efficient  health  care  delivery 

modalities  which  provide 

high-quality  care  for 

veterans. 


Activation  of  facilities  scheduled 
for  completion  in  FY  1994  will 
require  approximately  $200  million. 
This  includes  the  costs  of  capital 
investments  in  equipment  for  these 
activations. 


■  Initiatives 

Below  the  "current  services"  line,  the 
Independent  Budget  funds  critical  ini- 
tiatives for  VA  to  enhance  its  ability  to 
respond  to  veterans  appropriately  and 
cost-effectively.  Recognizing  the  need 
not  only  to  maintain  the  FY  1988  ser- 
vice level,  but  also  to  expand  care — 
institutional  and  community  long-term 
care,  outpatient  care,  and  various  psy- 
cho-social programs — in  areas  with 


1                                             VA  MEDICAL  CARE  WORKLOAD  IN  FY  1992 

Community  NH  ADC 

12,405                    7,821 

8,832 

13,003 

1  3,600 

Community  Hospital  ADC 

571 

352 

370 

600 

600 

State  Home  NH  ADC 

8,666 

10,145 

1 1 ,290 

1 2,645 

14,000 

Fee  Outpatient  Visits 

1,759,492 

1,113,394 

1 ,090,000 

1 ,880,000 

1,880,000 

Hospital  Inpatients 

1,086,456                935,092 

968,963 

1,086,456 

1 ,086,456 

Nursing  Home  ADC 

11,344 

13,111 

14,177 

16,689 

19,200 

Domiciliary  ADC 

6,061 

6,441 

6,718 

7,600 

7,600 

Outpatient  Visits 

21,473,403 

22,788,431 

23,443,000 

23,721,500 

24,000,000 

Hospital  Based  Home  Care 

68 

75 

75 

171 

171 

Adult  Day  Heallh-VA 

15 

51 

56 

58 

60 

Adult  Day  Health-Contract 

35 

28 

31 

35 

40 

GEMs 

80 

118 

118 

171 

171 

GRECCs 

12 

16 

16 

21 

25 

Respite  Programs 

1 

127 

127 

171 

171 

Hospice  Programs 

2 

171 

171 

171 

171 

Community  Residential  Care 

125 

127 

127 

171 

171 
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immediate  need,  the  Independent 
Budge!  proposes  incremental  funding 
to  meet  workload  "targets"  established 
for  FY  1995.  The  targets  are  dis- 
played in  Table  II.  Independent 
Budget  workload  targets  are  based  on 
the  1980  decennial  census  veteran 
population  estimates. 

The  cost  of  meeting  these  targets 
is  shown  in  the  inpatient,  outpatient, 
and  extended  care  program  workload 
increases  in  the  budget.  Inpatient  and 
outpatient  care  increases  include  fund 
ing  for  care  received  in  VA  medical 
facilities  or  in  contract  settings.  The 
extended  care  program  increase 
includes  funding  for:  VA.  state  and 
community  nursing  homes;  adult  day 
health  care;  respite;  and  hospice  pro- 
grams. Funding  for  additional  geri- 
atric research,  education,  and  clinical 
centers  (GRECCs)  is  also  included. 
These  initiatives  are  addressed  below. 

The  Independent  Budget's  work- 
load targets  call  for  optimal  use  of  the 
most  efficient  health  care  delivery 
modalities  which  provide  high-quality 
care  for  veterans.  Independent  Budget 
recommendations  assume  that,  while 
the  Veterans  Health  Administration 
must  continue  to  rely  heavily  on  hos- 
pitalizing veterans,  VA  facilities  will 
succeed  in  expanding  non-institutional 
programs  and  shifting  some  workload 
from  inpatient  care. 

The  Independent  Budget  uses 
computerized  models  to  project  future 
VA  inpatient,  outpatient,  and  nursing 
home  workload.  The  inpatient  model 
identifies  certain  procedures,  such  as 
cataract  surgery  and  carpal  tunnel 
release,  that  the  private  sector  typical- 
ly performs  as  outpatient  services. 
The  Independent  Budget  models 
remove  these  and  other  short-stay  hos- 
pital services  from  the  inpatient  work- 
load targets  and  add  them  to  the  outpa- 
tient targets.  Since  VA  could  care  for 
most  patients  with  disproportionately 


ACTUAL  AND  BUDGETED 

VA  WORKLOADS 

(IN  INPATIENTS  TREATED  AND  OUTPATIENT  VISITS) 

Activity 

Non-VA  Hospital 
State  Home  Hospital 
VAMC  Patients  Treated 

20,588 

2,455 

1,022,126 

19,193 

2,030 

935,092 

-6  8% 
-17  3% 
-8.5% 

Total  Hospital 

VAMC  Nursing  Home 
Community  Nursing  Home 
State  Home  Nursing  Home 

1,045,169 

29,496 
30,627 
18.284 

956,315 

30,404 
25,062 
15,956 

-8.5% 

3.1% 
-18.2% 
-12.7% 

Total  Nursing  Home 

VAMC  Domiciliary 
State  Home  Domiciliary 

78,407 

20,023 
7,291 

71,422 

19,384 
6,117 

-8.9% 

-32% 
-16.1% 

Total  Domiciliary  Care 

27,314 

25,501 

-6.6% 

Total  Inpatients  Treated 

VA  Staff  Outpatient  Visits 
Fee-Basis  Outpatient  Visits 

1,150,890 

22,371 ,000 
1,200,00 

1,053,238 

22,788,431 
1,113,394 

-8.5% 

1  9% 
-7.2% 

Total  Outpatient  Visits 

23,571,000 

23,901,825 

1.4% 

Source:  VA  FY  1992  Budget  Submission;  VA  Sunmuiry  of  Medical  Pr 

igmmsfor  FY  1992 

long  hospital  stays  less  expensively  in 
long-term  care  settings,  the 
Independent  Budget  model  reassigns 
the  excess  workload  that  long-stay 
hospital  patients  incur  to  the  nursing 
home  current  services  baseline.  The 
Independent  Budget  model  also 
assumes  that  VA  will  provide  the 
workload  projected  in  the  FY  1993 
President's  budget.  This  is  not  always 
the  case,  as  Table  12  demonstrates. 
The  Administration's  projections 
sometimes  err  by  as  much  as  18  per- 
cent from  actual  VA  workloads. 

The  Independent  Budget's  models 
project  future  workload  for  inpatient. 


outpatient,  and  nursing  home  pro- 
grams, based  on  an  FY  1988  service 
level,  in  settings  that  are  efficient, 
appropriate,  and  practical  under  cur- 
rent entitlement  rules. 

HOSPITAL  INPATIENT  CARE 

VA's  hospitals  are  the  cornerstone  of  a 
viable  medical  care  system  for  veter- 
ans. Without  state-of-the-art  facilities 
supported  by  strong  academic  affilia- 
tions. VA  cannot  support  the  innova- 
tive and  effective  outpatient,  commu- 
nity and  long-term  care  programs  its 
patient  base  requires  Strong  clinical 
personnel  and  adequate  resources 
within  the  hospitals  allow  VA  to  sup- 
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port  needed  program  enhancements, 
such  as  community-based  and  satellite 
programs,  outside  its  walls. 

VA,  like  the  private  medical  sec- 
tor, is  currently  shortening  hospital 
lengths  of  stay  and  substituting  outpa- 
tient care  for  inpatient  care  when 
appropriate.  Even  with  these  two 
efforts,  VA  must  continue  to  rely  on 
inpatient  care,  because  the  same 
demand  for  hospital  inpatient  care 
exists  today  as  in  FY  1988.  There  are 
primarily  two  reasons  to  hold  the 
Independent  Budget  target  for  inpa- 
tient hospital  treatments  constant:  the 
unique  characteristics  of  the  VA  user 
population  and  the  restricted  access  to 
certain  types  of  care,  which  current 
entitlement  criteria  generate.  VA 
users  comprise  a  population  at  "high- 
risk"  for  various  disorders.  VA  med- 
ical system  users  are  older,  have  less 
income,  less  insurance  and  less  educa- 
tion, and  are  less  likely  to  have  intact 
family  support  structures  than  other 
veterans  or  the  population  at  large. 
These  characteristics  make  VA  users 
more  prone  to  illness  and  injury. 
Because  they  often  delay  seeking 
appropriate  health  care  (partially  due 
to  current  entitlement  criteria),  their 
conditions  often  advance  to  stages  that 
are  also  more  difficult  to  treat.  Older 
patients  usually  have  more  episodes  of 
care  and  more  intensive  care  needs 
than  other  patients.  The  veteran  popu- 
lation is  twenty-three  years  older  than 
the  general  population.  The  aging 
trend  counteracts  any  attrition  in  the 
veteran  population  that  would  lead  to 
fewer  episodes  of  medical  care.  Chart 
5  shows  the  hospital  inpatient  treat- 
ment rates  by  age  group,  demonstrat- 
ing that  the  age  group  older  than  sev- 
enty-five used  almost  twice  as  much 
care  as  that  younger  than  sixty-five. 

Current  entitlement  criteria  (out- 
lined in  Table  2  and  Appendix  B)  also 
contribute  to  VA's  immediate  need  to 
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maintain  its  FY  1988  level  of  hospital 
inpatient  treatments.  Some  VA 
patients  are  only  entitled  to  inpatient 
care,  unless  outpatient  care  "obviates 
the  need"  for  inpatient  care  or  is  used 
on  a  pre-  or  post-hospital  basis. 
Because  of  obscured  entitlement  crite- 
ria, inpatient  care  settings  become  a 
"safety  net"  for  patients  who  might  be 
more  effectively  treated  on  an  outpa- 
tient basis — patients  who,  like  other 
veterans  with  more  comprehensive 
entitlement,  rely  on  VA  as  their  only 
source  of  care. 

VA's  inpatient  capacity  should 
rest  at  the  FY  1988  current  services 
level  of  1,086,500  inpatients  treated  in 
VA  medical  centers.  Workload  as 
measured  in  patients  treated  and  aver- 
age daily  census  for  VA  hospital  inpa- 
tients have  declined,  as  Chart  6  shows. 
The  number  of  veterans  receiving 
treatment  in  state  and  community  hos- 
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pitals  has  also  declined.  VA's  FY 
1994  appropriation  should  include 
funds  to  restore  VA's  ability  to  place 
patients  in  non-VA  hospitals  when  such 
arrangements  are  necessary. 

Recommendation :  Provide  hospi- 
tal inpatient  care  resources  to  accom- 
modate 1.086.500  patient  treatments  in 
FY  1994  and  resources  to  accommo- 
date an  average  daily  census  of  1.025 
patients  in  state  and  community  hospi- 
tal systems. 

Cost:  $11,000,000  in  FY  1994 
for  additional  community-based  hospi- 
tal care,  particularly  for  women  and 
others  whose  needs  VA  cannot  appro- 
priately meet. 


■  Intermediate  Care 

Intermediate  care  serves  a  particular 
function  in  the  VA  medical  system. 
Because  of  its  population's  unique 
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characteristics,  VA  intermediate  care 
beds  serve  a  medical  and  "humanitar- 
ian" function.  Veterans  who  fill 
these  beds  often  have  nowhere  else  to 
turn  because  of  their  conditions' 
intensity  or  complexity,  their  lack  of 
support  networks  or  their  lack  of 
financial  means. 

That  is  not  to  say  that  VA  always 
uses  intermediate  beds  appropriately. 
Many  times,  nursing  home  settings 
would  better  (and  less  expensively) 
serve  the  patients  occupying  these 
beds.  In  some  cases,  domiciliaries  or 
community  residential  settings  would 
provide  more  appropriate  care.  Often, 
VA  keeps  these  patients  in  intermedi- 
ate care  beds,  because  other  types  of 
beds  or  programs  are  unavailable. 
Specialized  programs  (for  such  disor- 
ders as  Alzheimer's  disease,  mental 
illness  and  AIDS)  would  provide  more 
appropriate  alternative  care  settings 


for  other  veterans.  VA  should  re- 
examine the  types  of  patients  treated 
in  its  intermediate  care  beds  and 
restructure  its  resources  to  care  for 
these  patients  in  the  most  appropriate 
settings.  Entitlement  reform,  allowing 
veterans  access  to  the  most  appropriate 
care  setting,  would  remedy  misplace- 
ment of  many  veterans.  Without  enti- 
tlement reform,  however,  restructuring 
resources  to  utilize  more  appropriate 
care  settings  will  not  be  possible. 


Domiciliary  Care 


Domiciliary  beds  also  serve  the  unique 
needs  of  VA's  patient  base. 
Domiciliaries  serve  veterans  who,  for 
various  reasons,  have  special  needs  for 
custodial  care,  but  do  not  require 
ongoing  access  to  medical  resources  in 
an  inpatient  setting.  Domiciliary  beds 
are  far  less  expensive  than  other  inpa- 


tient beds.  VA's  workload  growth  in 
this  setting  has  exceeded  such  growth 
in  any  other  VA-provided  setting. 
Homelessness,  substance  abuse,  and 
aging  have  increased  the  need  for 
domiciliary  programs. 

In  FY  1992,  VA  supported  an 
average  daily  census  of  6,441  in  the 
VA  system  and  344  average  daily  cen- 
sus in  state  homes. 

Recommendation:  VA  must  con- 
tinue to  expand  its  domiciliary  pro- 
gram and  accommodate  an  average 
daily  census  of  1 1 ,600  in  FY  1994. 

Cost:  $31  million 


Obstructions  in 
entitlement 
translate  into  two  choices 
for  care  providers:  wait 

until  their  patients' 

conditions  worsen  or  admit 

the  patients  into  inpatient 

settings  to  administer  care 

that  providers  could  more 

appropriately  deliver  in 

outpatient  care  settings. 


■  Outpatient  Care 

Outpatient  care  in  VA  has  taken  on 
new  importance  in  improving  cost- 
effectiveness  and  enhancing  patient 
comfort.  VA  will  continue  to  empha- 
size this  modality  of  care  as  inpatient 
lengths  of  stays  shorten,  due  to  budget 
constraints,  and  alternative  care  set- 
tings are  sought.  Ambulatory  care  will 
substitute  for  pre-  and  post-hospital 
care  and  some  surgeries  once  available 
only  on  an  inpatient  basis. 
Unfortunately.  VA  providers  often 
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cannot  provide  this  care  in  the  most 
appropriate  settings,  due  to  restrictions 
in  entitlement  criteria  for  outpatient 
care.  These  entitlement  criteria  bar 
some  veterans,  whose  only  option  for 
medical  care  is  VA,  from  receiving 
care  in  its  outpatient  care  settings. 

Obstructions  in  entitlement  trans- 
late into  two  choices  for  care 
providers:  wait  until  their  patients' 
conditions  worsen  or  admit  the 
patients  into  inpatient  settings  to 
administer  care  that  providers  could 
more  appropriately  deliver  in  outpa- 
tient care  settings.  Many  compassion- 
ate VA  providers  find  themselves 
"skirting"  the  rules  by  admitting 
patients  periodically  for  such  types  of 
care  as  dental  examinations  or  preven- 
tive care  for  hypertension.  Changing 
the  current  entitlement  law — the 
IBVSOs'  top  priority  for  FY  1994 — 
should  abolish  such  episodes  of  care. 

VA  must  continually  improve  its 
outpatient  care  delivery.  The  IBVSOs 
congratulate  VA  on  its  most  innova- 
tive delivery  systems,  like  the  mobile 
clinics  that  increase  rural  veterans' 
access  to  VA  care.  VA  should  contin- 
ue to  monitor  the  Mobile  Clinic  Health 
Care  Pilot  Program  to  ensure  that  it 
delivers  care  to  veterans  at  a  reason- 
able cost  and  produces  favorable 
health  outcomes.  VA  clinics  in  rural 
settings  and  fee-basis  outpatient  care 
must  continue,  as  they  are  integral  to 
VA  service  delivery  to  veterans  who 
live  far  from  VA  facilities  and  veter- 
ans whose  care  needs  the  VA  system 
cannot  adequately  address. 

VA  cannot  ignore  women  veter- 
ans' health  care  needs.  Thus  far,  VA 
has  progressed  in  meeting  the  goals 
the  VA  Advisory  Committee  on 
Women  Veterans  outlined,  but  much 
remains  to  be  done.  If  women  veter- 
ans' demand  for  services  is  insuffi- 
cient to  justify  purchasing  diagnostic 
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equipment  for  women,  they  must  have 
access  to  private-sector  care.  This  is 
addressed  in  more  detail  below. 

VA  must  hasten  to  develop  its 
acute  outpatient  care  program.  In  FY 
1993,  VA  estimates  it  will  have  23.4 
million  outpatient  visits,  almost  3  per- 
cent more  than  its  FY  1992  visits. 
Chart  7  shows  that,  like  hospital  inpa- 
tient treatment  rates,  outpatient  treat- 
ment rates  increase  with  age.  FY  1988 
showed  outpatient  treatment  rates 
almost  three  times  as  high  for  users 
older  than  seventy-five  than  for  users 
younger  than  sixty-five.  While  in  FY 
1992  the  age  discrepancy  decreased, 
older  populations  still  demonstrate  sig- 
nificantly higher  outpatient  use  rates 
than  younger  groups. 

Recommendation:  Increase  out- 
patient workload  to  achieve  the 
Independent  Budget  FY  1 994  target  of 


278,000  additional  staff  and  121,000 
additional  fee  visits. 
Cost:  $78  million 

PREVENTION 

The  IBVSOs  are  extremely  encour- 
aged by  the  enactment  of  PL  102-585 
which  gave  VA  permanent  authority 
for  the  Preventive  Health  Care 
Services  program.  VA's  Preventive 
Medicine  (PM)  Program  has  been  in 
place  since  1985.  The  program  cur- 
rently focuses  on  the  1 1  interventions 
shown  in  Table  13. 

VA's  program  is  an  important 
start  in  emphasizing  diagnostic  testing 
and  educating  VA  patients  about  high- 
risk  behaviors;  however,  it  seems 
clear  that  veterans  must  receive  more 
consistent  delivery  of  preventive  ser- 
vices. VA  patient  treatment  files 
should  indicate  that  patients  have  been 
exposed,  when  appropriate,  to  the  1  I 
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PREVENTIVE  MEDICINE  (PM) 
PROGRAM  INTERVENTIONS 


1 ,     screening  for  hypertension, 
2      screening  for  high  cholesterol, 
3.     screening  for  breast  concer, 
4      screening  for  cervical  cancer, 
5,     screening  for  colorectal  cancer, 
6-     inquiry/counseling  for  alcohol 
abuse, 

7  inquiry/counseling  for 
nutrition/weight  control, 

8  inquiry/counseling  for  physical  fit- 

9.     inquiry/counseling  for  seat  belt 

usage; 
10    inquiry/counseling  for  smoking; 
1  1    influenza  immunization 

Source.  Senior  Management 
Conference:  Issues  and  Updates 


interventions  listed  above.  It  is  partic- 
ularly critical  that  VA  offer  veterans 
screening  for  their  age-  and  gender- 
specific  risk  factors. 


\  klerans  must  receive 
V  more  consistent 
delivery  of  preventive 


services. 


The  same  law  (PL  102-585)  cre- 
ates a  National  Center  for  Preventive 
Health  to  monitor  and  encourage  VA's 
provision  and  improvement  of  services 
and  promote  improvement  of  clinical, 
research,  and  educational  activities 
relating  to  preventive  health.  This 
measure  facilitates  cost-effective  and 
efficient  delivery  of  veterans'  health 
care.  Preventive  care  programs  in 
other  federal  programs,  such  as 
Women.  Infants  and  Children,  have 


produced  immense  savings  for  the  tax 
payer  by  identifying  high-risk  patients 
and  treating  them  before  the  onset  of 
illness.  While  VA's  program  treats  a 
different  set  of  problems,  the  IBVSOs 
hope  that  VA  will  recognize  savings 
and  improve  the  patients'  quality  of  life 
by  offering  routine  diagnostic  work  for 
early  detection  of  disease  and  more 
effective,  less-intensive  treatments. 

The  IBVSOs  are  disheartened  that 
more  funding  did  not  accompany  the 
authority  to  continue  the  program. 
While  VA  received  some  essential 
funding — $1.5  million  per  year  ($1 
million  less  than  originally  request- 
ed)— to  establish  a  National  Center  for 
Preventive  Health,  it  seems  unlikely 
that  much  of  this  funding  will  go 
toward  direct  patient  care.  VA  should 
be  appropriately  funded,  to  increase 
staff  available  to  provide  preventive 
services,  to  fund  one  FTEE  at  VA 
medical  centers  to  coordinate  preven- 
tive health  services  and  health  educa- 
tion, and  to  purchase  screening  equip- 
ment, such  as  mammogram  machines 
and  colonoscopes.  Congress  must 
attach  sufficient  funds  to  its  initiatives 
to  ensure  that  VA  can  implement  pro- 
grams without  redirecting  funds  from 
other  worthy  programs. 
Recommendations: 
•  Add  one  women  veterans  coordi- 
nator at  each  of  50  centers  with 
highest  women's  utilization  rates 
for  women's  ambulatory  care  pre- 
ventive services. 

Add  funding  for  approximately 
10,000  fee  visits  for  women's 
ambulatory  care  preventive  ser- 
vices. 

Add  funding  for  direct  care  staff 
and  equipment  to  implement  pre- 
ventive medicine  program  inter- 
ventions. 

Cost:  $3.5  million 


OUTREACH  AND  EDUCATION 

Outreach  and  educational  programs 
are  another  form  of  preventive  care 
VA  must  continue  to  promote.  Active 
duty  military  personnel  are  leaving  the 
Department  of  Defense's  medical  care 
system  in  record  numbers,  due  to 
"post-Cold  War"  demobilization.  VA 
must  actively  track  these  veterans' 
migrations.  Congress  should  activate 
and  appropriately  fund  programs,  such 
as  the  Transitional  Assistance  Program 
(TAP)  and  the  Disabled  Transitional 
Assistance  Program  (DTAP),  for  this 
purpose  to  ensure  that  "new"  veterans 
recognize  benefits  for  which  they  are 
eligible  or  entitled.  Making  younger 
veterans  aware  of  VA  services  is 
mutually  beneficial  to  VA  and  the  vet- 
erans. Veterans  benefit  through 
awareness  of  VA  services  in  times 
when  many  are  uninsured  or  underin- 
sured  for  health  care  in  the  private  sec- 
tor. VA  benefits  by  enhancing  its 
physicians'  case-mix.  VA  physicians 
often  work  with  veterans  with  chronic 
care  needs  that  do  not  readily  respond 
to  therapeutic  intervention.  Acute 
phases  of  injury  or  illness,  however, 
are  often  more  conducive  to  therapy 
and,  therefore,  more  satisfying  and 
interesting  to  physicians.  Exposure  to 
the  acute  care  younger  patients  neces- 
sitate is  important  to  maintaining 
strong  academic  affiliations,  which 
enhance  the  quality  of  care  for  all. 

Patients  themselves  form  the  first 
line  of  defense  in  preventing  the  onset 
of  disease.  VA  patients  are  dispropor- 
tionately members  of  age.  race,  educa- 
tion, income,  and  marital  status  groups 
at  high-risk  for  illness  or  injury.  VA 
should  educate  these  veterans  about 
the  effects  of  smoking,  substance 
abuse,  diet,  other  health  behaviors  and 
hypertension.  Efforts  to  educate  veter- 
an users  of  VA  about  lifestyle  choices 
can  have  huge  payoffs  for  VA.  by  avert- 
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ing  costly  care  episodes,  and  for  veter- 
ans, in  terms  of  quality  of  life  and  pre- 
vention of  disease. 


Pitients  form  the  first  line 
of  defense  in  preventing 
the  onset  of  disease. 


VA  has  made  some  progress 
toward  Us  health  education  goals 
through  its  Patient  Health  Education 
(PHF.I  in  Ambulatory  Care  program. 
This  program  is  designed  to  help 
chronically  ill  patients  follow  treat- 
ment regimens,  to  promote  patient 
wellness  and  to  ensure  appropriate 
health  service  utilization.  Each  VA 
medical  center  currently  has  a 
patient  health  education  coordinator 
or  a  patient  education  contact  repre- 
sentative who.  on  a  part-time  basis, 
coordinates,  plans,  implements,  and 
evaluates  local  prevention  efforts. 
Each  region  also  has  a  coordinator 
who  is  supervised  at  the  national 
level.  PHE  programs  teach  veterans 
sell-care  skills,  share  health  status 
information  with  patients,  and  pro- 
mote wellness  through  diet,  exer- 
cise, and  smoking  cessation. 

Recommendation  Establish  one- 
dedicated  PHE  coordinator  at  each  VA 
medical  center  lor  patient  education 
and  outreach  measures. 

Cos!    $5  million 

MANAGING  THE  ACUTE 
OUTPATIENT  CASELOAD 

In  this  era  of  concern  over  health  care 
costs  and  quality  assurance,  many 
managed  care  providers  have  adopted 
a  "gatekeeper"  or  "case  manager"  role. 
This  gatekeeper  ensures  that  his  or  her 
patients  receive  the  most  appropriate. 
timely,  efficient  care  possible.  Case 
management  is  assigned  to  an  individ- 
ual or  an  interdisciplinary  team.    The 


importance  of  the  gatekeeper  role  lies 
in  the  accountability  it  assigns  staff  lor 
patient  care.  The  gatekeeper  channels 
care  through  the  system  (by  develop- 
ing "care  plans"),  exposes  the  patient 
to  preventive  interventions,  and  fosters 
patient  education.  VA  uses  this  ease 
management  model  for  its  elderly 
patients — the  Geriatric  Evaluation 
Management  (GEM)  program,  which 
is  discussed  below.  VA  should 
expand  such  "managed  care"  pro- 
grams, to  the  degree  possible,  to  other 
VA  users,  particularly  other  veterans 
with  specialized  care  needs  such  as 
spinal  cord  injured  and  psycho-social- 
ly  impaired  veterans. 


Long-Term  Care 


rie  importance  of  the 
gatekeeper  role  lies  in 
the  accountability  it  assigns 
staff  for  patient  care. 

The  gatekeeper  should  be  the  first 
provider  to  see  the  patient.  It  is  most 
logical  to  choose  a  provider  with  a 
generalized  medical  background:  an 
internist  or  general  practitioner  is 
appropriate,  hut  an  alternative  care 
provider,  such  as  a  physician's  assis- 
tant or  a  nurse-practitioner,  with  privi- 
leges and  proper  supervision,  can  also 
adequately  fill  the  role.  Gatekeepers 
are  best  positioned  in  ambulatory  cart- 
settings.  VA  otters  unique  challenges 
to  managed  care  because  of  obfuscat- 
ed and  restrictive  entitlement  criteria. 
Congress  should  eliminate  restrictive 
entitlement  criteria  so  VA  can  manage 
its  patients  appropriately.  VA  should 
expand  the  gatekeeper  function 
throughout  the  system  and.  particular- 
ly, with  concurrent  entitlement 
enhancements  for  veterans  health  care. 


Most  World  War  II  veterans  have 
reached  ages  when  their  health  calls 
for  more  care,  both  acute  and  sustain- 
ing. In  the  last  decades  of  life,  healing 
takes  longer,  and  in  the  last  years  of 
life,  the  aim  of  medicine  must  shift 
from  curing  to  comforting.  Veterans 
are  aging.  Their  median  age  is  23 
years  older  than  that  of  the  general 
population.  In  the  1990s.  VA  health 
care  will  face  the  crisis  that  American 
society  as  a  whole  will  face  in  the  first 
decade  of  the  twenty-first  century.  It 
is  right  that  VA  lead  the  nation  in  car- 
ing for  the  aged.  Leadership  in  long- 
term  care  is  arguably  the  best  use  of 
the  tremendous  resources  that  VA's 
nationwide  system  of  hospitals  and 
clinics  represents.  Expansion  into 
long-term  care  will  best  assist  the  vet- 
eran today  and  prepare  the  country  lor 
the  future. 

VA  has  a  unique  opportunity  to 
set  the  pace  tor  efficient,  effective 
long  term  care  delivery  in  the 
Nineties.  The  veteran  population  has 
reached  an  average  age  when  rapid 
expansion  of  long-term  care  services 
is  absolutely  essential.  Service-con- 
nected veterans  oiler  VA  the  chal- 
lenge of  delivering  specialized  long- 
term  care  to  the  disabled  Its  mission 
to  care  for  populations  that  are  aging 
or  service-connected  makes  VA  an 
ideal  laboratory  lor  experiments  in 
meeting  the  nation's  future  long-term 
care  needs 

Long-term  care  ma)  be  provided 
in  nursing  homes  or  in  non-institution- 
al settings,  VA  nursing  home  capacity 
is  limited.  Where  capacity  is  limited. 
VA  must  expand  it  through  alternative 
sources  of  care. 

VA  musi  expedite  action  on  the 
Independent  Budget's  recommenda- 
tion to  convert  excess  hospital  beds  to 
nursing  home  care.   When  considering 
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such  conversions,  VA  should  accom- 
modate the  need  for  hospital  beds 
beyond  1995.  The  IBVSOs  also  main- 
tain that  sustained  low  occupancy  rates 
in  some  VA  hospitals  indicate  the 
opportunity  to  integrate  inpatient  and 
long-term  care  facilities,  to  establish 
the  multi-layered,  long-term  care  pro- 
grams described  below. 

VA  has  not  sufficiently  expanded 
its  long-term  care  programs  in  recent 
years  because  of  insufficient  funding, 
inadequate  space,  and  restrictions  on 
some  veterans'  entitlement  to  long- 
term  care  services.  The  Administra- 
tion should  support  entitlement  reform 
to  encourage  the  growth  of  programs 
for  older  veterans.  Congress  should 
appropriate  funds  to  expand  nursing 
home  capacity  and  implement  innova- 
tive long-term  care  programs. 
Specific  workload  targets  are  dis- 
cussed below. 

NURSING  HOMES 

The  average  daily  census  (ADC)  of 
veterans  in  VA  or  VA-sponsored  nurs- 
ing home  beds  remained  almost  con- 
stant between  FY  1985  and  FY  1990. 
Future  demand  dictates  that,  during 
that  period,  VA  should  have  expanded 
capacity  to  treat  veterans  in  these  set- 
tings as  Chart  4  on  page  73  shows. 
The  veteran  population  is  aging,  and 
its  need  for  nursing  home  care  is 
growing  accordingly.  In  FY  1992.  VA 
treated  about  70.000  nursing  home 
patients.  VA  projects  that  it  must 
place  96,980  veterans  in  nursing 
homes  by  2010. 

The  VA  budget  has  constrained 
veterans'  access  to  nursing  home  care. 
Hospital  directors,  experiencing  bud- 
get shortfalls,  must  either  cut  services 
or  reduce  service  availability.  The 
tirsl  programs  cut  or  limited  are  ser- 
vices that  the  law  says  VA  may  (rather 
than  shall)  provide — nursing  home 
services.    Given  entitlement  con- 


straints and  limited  capacity.  VA 
either  denies  many  veterans  nursing 
home  care,  limits  lengths  of  stay,  or 
moves  veterans  into  more  costly  inter- 
mediate care  hospital  beds. 


V'A  has  never  supported 
its  appropriate  nursing 
home  market  share 
nationally. 


Both  VHA  and  the  IBVSOs  base 
their  models  for  long-term  care 
demand  on  the  1985  National  Nursing 
Home  Survey.  This  survey's  results 
indicate  that  VA  clients  constitute 
approximately  20-percent  of  veterans 
in  all  nursing  homes.  The  Independent 
Budget  assumes  this  20-percent  rate  to 
be  VA's  appropriate  market  share. 
Unfortunately.  VA  has  never  support- 
ed this  market  share  nationally.  In  FY 
1988.  VA  recognized  approximately  a 
19-percent  market  share,  but  since  that 
time  its  market  share  has  decreased. 
After  FY  1988,  VA  began  to  curtail 
nursing  home  workload  even  as  the 
aging  of  the  veteran  population  dictat- 
ed that  it  furnish  more. 

VA  provides  nursing  home  care  in 
three  kinds  of  homes:  VA-operated 
homes,  state-owned  nursing  homes  and. 
by  contract,  with  private-sector 
providers  in  community  homes.  VA 
must  expand  all  three  programs  to  meet 
the  aging  veteran  population's  needs. 

Nursing  home  average  daily  cen- 
sus in  VA  or  VA-sponsored  settings 
has  changed  at  a  somewhat  unpre- 
dictable rate  since  FY  1 988,  as  Chan  8 
shows.  Community-based  nursing 
home  care  as  measured  in  patients 
treated  has  dropped  by  more  than  30 
percent,  while  state  nursing  home  care 
is  delivered  at  an  unprecedented  rate. 
VA  has  made  limited  progress  in 


developing  its  own  nursing  home 
capacity.  The  FY  1995  Independent 
Budget  goals  for  care  delivery  are: 
40  percent  in  VA  facilities;  30  per- 
cent in  community-based  settings; 
and  30  percent  in  state  homes.  OMB 
outlined  a  VHA  planning  model  that 
assigned  40  percent  to  community- 
based  settings;  30  percent  to  state 
homes;  and  30  percent  to  VA  nurs- 
ing homes.  It  now  appears  that  this 
model  is  unrealistic.  In  FY  1992.  the 
actual  distribution  of  workload  was 
42  percent  in  VA  facilities;  33  per- 
cent in  state  homes;  and  25  percent  in 
community  homes.  FY  1993  planned 
workload  is  similarly  distributed. 


V'eterans'  immediate 
needs  for  long-term 
care  greatly  exceed  VA's 
current  ability  to  provide  lor 

them. 


VA  has  not  restored  any  care  in 
community  settings.  In  fact,  it  has 
reduced  care  in  the  community  every 
year  since  FY  1988.  VA  should  not 
abandon  the  goal  of  providing  care  in 
the  community — particularly  as  a  tem- 
porary measure  until  it  increases  "m- 
house"  capacity.  It  can  do  so  by  con- 
verting hospital  bed  wards,  leasing 
nursing  homes,  using  enhanced  use 
leasing,  or  building  new  nursing 
homes,  but  the  IBVSOs  should 
acknowledge  that  growth  is  more  like- 
ly in  VA  or  state  home  programs.  VA 
eliminates  community-based  care  first, 
because  those  funds  can  be  diverted  to 
support  care  within  the  VA  system. 
The  Independent  Budget  workload  tar- 
gets recognize  this  reality,  even 
though  VA  can  often  negotiate  a  lower 
per  diem  for  the  patients  it  supports  in 
the  private  sector. 
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The  Independent  Budget  bases  nursing 
home  workload  targets  on  the  antici- 
pated expansion  of  VA  nursing  home 
programs  and  the  greatest  expansion 
feasible  in  state  and  community  nurs- 
ing home  programs.  The  Independent 
Budget  recommends  increasing  the 
VA-operated  nursing  home  census  to 
16.742  in  FY  IW4.  There  are  three 
ways  VA  can  make  these  beds  avail- 
able in  the  short-term:  it  can  convert 
hospital  beds,  it  can  appropriately 
exploit  enhanced  use  arrangements, 
and  it  can  lease  facilities.  These  alter- 
natives do  not  release  VA  from  its 
obligation  to  commit  funds  to  con- 
struct nursing  homes.  Veterans" 
immediate  needs  tor  long-term  care 
greatly  exceed  VA's  current  ability  to 
provide  for  them. 


Hospital  Bed  Conversions 

VA  has  not  made  the  progress  it 
pledged  (and  which  the  IBVSOs  had 
hoped  tor)  in  converting  beds  or  build- 
ing nursing  homes.  In  FY  1492.  VA 
planned  to  convert  247  beds:  it  actual- 
ly converted  115.  These  VA  targets 
do  not  meet  the  critical  need  for  nurs- 
ing home  beds. 

The  Independent  Budget  recom- 
mends that  VA  convert  1 .6C>3  hospital 
beds  to  nursing  home  use  in  FY  1944 
and  FY  1995.  Budget  constraints  and 
hospital  directors'  resistance  to  mis 
sion  changes  are  responsible  for  the 
slow  conversion.  Strapped  for  med- 
ical care  dollars.  VA  facility  directors 
have  been  unable  to  convert  hospital 
beds  to  nursing  home  beds,  even 
though  substantial  savings  would 
result.  VA  nursing  home  days  ol  care 
are  considerably  less  expensive  than 
the  hospital  inpatient  or  intermediate 
care  days  lor  which  thev  are  often 
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inappropriately  substituted.  The  lack 
of  capacity  in  nursing  homes  and  enti- 
tlement restrictions  often  cause  inap- 
propriate substitution. 

Geographic  considerations  limit 
conversion  opportunities.  Changing 
an  acute  care  mission  to  one  of  long- 
term  care  can  devastate  an  entire  com- 
munity's care  network.  Long-term 
facilities  require  different  staffing 
from  acute  care  facilities.  Hospitals 
undergoing  mission  conversions 
would  "downsize"  their  physician  staff 
for  less  trained  and.  thus  less  costly, 
care  providers.  In  many  under-served 
areas,  physicians  derive  most  of  their 
incomes  from  VA.  Without  this 
income,  the  community's  resource 
base  might  not  support  them.  VA.  in 
effect,  "subsidizes"  care  in  certain 
areas  without  great  veteran  demand. 
Without  the  acute  care  resources  .11 
sonic  VA  medical  centers,  which 
might  better  serve  the  veterans'  com- 
munity otherwise,  many  communities 
would  he  under-served. 

Further  restricting  conversion  are 
nursing  homes'  requirements  lor  large, 
contiguous  blocks  ot  space — corner 
sions  cannot  he  piecemeal,  with  a  leu 
odd  beds  here  and  there.  Rather.  VA 
must  change  missions  for  enure  wards. 
Nursing  homes  also  require  recreation- 
al and  social  space.  Construction 
funds  to  convert  this  space  have  been 
severely  restricted. 

Had  VA  adhered  to  its  own  goals 
for  hospital  bed  conversions,  it  would 
not  be  so  tar  behind  Independent 
Budget  largels  lor  nursing  home  care. 
I.asi  \ear.  information  the  IBVSOs 
requested  from  VHA  slated  that  VHA 
planned  to  convert  4.750  beds  h)  FY 
I94X.  These  goals  at  least  demon 
sir.uc  1 1 11  policy)  a  willingness  In 
develop  nursing  home  care  capacity 
within  the  VA  system. 


195 


94 


MEDICAL  PROGRAMS 


Nursing  Home  Construction 

VA  had  also  planned  to  activate  705 
beds  in  FY  1992.  according  to  infor- 
mation the  IBVSOs  received  from 
VHA.  In  fact,  it  activated  40  nursing 
home  beds.  Since  the  Independent 
Budget  began  making  recommenda- 
tions for  construction,  the  IBVSOs 
have  recommended  that  VA  build  four 
120-bed  nursing  homes  to  add  4X0 
new  beds  to  the  system.  For  the  long 
term,  the  IBVSOs  propose  that 
Congress  fund  four  new  1 20-bed  nurs- 
ing homes  each  year.  Work  on  these 
new  nursing  homes  must  start  now. 

Because  Congress  has  not  ade- 
quately funded  VA  to  construct  suffi- 
cient nursing  home  capacity,  it  musl 
now  fund  solutions  other  than  new 
construction  to  meet  the  aging  veteran 
population's  growing  demands.  VA 
has  not  demonstrated  an  ability  to 
build  and  activate  nursing  homes  in 
fewer  than  six  years.  The 
"Construction  Programs"  section  dis- 
cusses  ways  to  expedite  construction 
timeliness.  Until  VA  addresses  prob- 
lems in  its  construction  protocol,  it 
must  find  alternative  means  to  meet 
veterans'  immediate  need  for  long- 
term  care. 

Nursing  Home  Leases 

To  supplement  bed  availability  during 
construction  periods,  VA  should  lease 
additional  nursing  homes  and  expedite 
construction  timelines.  To  this  end, 
the  IBVSOs  recommend  that  VA  lease 
si\  120-hed  nursing  homes  for  which 
VA  personnel  would  manage  cure  and 
equipment.  The  Medical  Care  budget 
initiatives  include  activation  funds  lor 
these  leased  facilities. 

I  iilum i d  Use  Leases 

In  addition  to  leasing  nursing  homes, 
VA  must  exploit  enhanced  use 
arrangements  to  add  240  average  daily 
census  to  the  nursing  home  census 
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Enhanced  use  leasing  is  an  arrange- 
ment whereby  unoccupied  or  under- 
occupied  VA  facilities  agree  to  lease 
space  to  an  external  party  for  an  activi- 
ty that  will  benefit  VA. 

Currently,  VA  has  several  active 
or  planned  enhanced  use  arrange- 
ments. In  August,  1991.  Title  38 
U.S.C  Sec.  XI 61  authorized  enhanced 
use  leasing  projects.  Leasing  arrange- 
ments expire  in  20  years  if  the  lessee 
does  not  renovate  the  facility  or  in  35 
years  if  the  lessee  does  renovate.  At 
the  end  of  the  leasing  period.  VA  may 
extend  the  lease  or  dispose  of  the 
property.  The  legislation  authorizes 
no  more  than  20  enhanced  use  pro 
jects.  not  including  child-care  arrange- 
ments established  for  VA  employees. 

The  102nd  Congress  enacted  sep- 
arate legislation  tor  the  VA's  Loch 
Raven  facility  in  Baltimore,  Maryland. 
Senator  Barbara  Mikulski  (D-MD) 
was  motivated  to  enter  an  enhanced 


use  leasing  an-angement  when  the  new 
Baltimore  VA  Medical  Center  was 
completed  and  the  Loch  Raven  facility 
needed  disposition.  In  Arkansas,  a 
Little  Rock  VA  facility  lay  fallow  for 
several  years  before  the  General 
Services  Administration  (GSA)  could 
dispose  of  it.  When  it  was  finally 
sold,  the  multi-million-dollar  facility 
netted  VA  approximately  $1 0,000.  On 
average.  GSA  takes  four  to  five  years 
to  dispose  of  government  facilities. 
Vacant  government  facilities  do  not 
benefit  the  taxpayer.  Senator 
Mikulskfs  legislation  authorized  VA 
to  enter  an  "enhanced  use"  project 
which  provides  "economic  and  service 
benefits  for  VA".  A  potential  lessee 
will  agree  to  develop  a  riursing  home  on 
the  VA  physical  plant-  For  the  veterans 
ii  will  serve  under  VA's  auspices.  VA 
will  pay  rates  "below  market  price' 

Currently.  VA  has  no  active  or 
planned  "enhanced  use"  arrangements 
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for  nursing  homes.  At  VA,  a  shroud 
of  mystery  surrounds  enhanced  use 
arrangements — few  seem  to  under- 
stand the  extent  to  which  VA  has 
already  involved  itself  in  such  pro- 
jects; fewer  still  can  relate  the  willing- 
ness of  outside  care  providers  to 
undertake  such  contractual  arrange- 
ments. In  many  cases,  involving  the 
private-sector  in  such  arrangements 
will  require  VA  to  advance  money 
for  extensive  renovations  to  the  phys- 
ical plant. 

It  is  evident,  however,  that  under- 
utilized capacity  abounds  in  VA 
because  of  underfunding.  If  VA  can- 
not provide  staff  and  resources  to  acti- 
vate unoccupied  space,  it  behooves  no 
one  to  let  the  facility  or  space  stand 
idle.  To  interest  outside  parties,  space 
for  enhanced  use  arrangements  must 
comprise  at  least  a  ward.  Veterans  can 
benefit  by  having  access  to  care  where 
unused  capacity  now  exists.  VA 
should  "front"  reasonable  funds  to 
attract  private-sector  interest  in 
enhanced  use  leases  and  enter  such 
leases  when  appropriate. 

Leasing  nursing  home  facilities  is 
an  interim  measure  that  VA  can  use  to 
make  up  for  the  system's  lack  of  nurs- 
ing home  beds.  In  total,  the 
Independent  Budget  asks  that  VA  add 
960  to  its  average  daily  census  through 
leasing  arrangements.  While  leasing 
can  expand  access  more  quickly  than 
construction  and  with  less  immediate 
capital  outlay,  it  costs  the  government 
more  in  the  long-run. 

Chart  9  demonstrates  the  age 
cohorts  among  the  veteran  population 
who  will  soon  require  long-term  care. 
VA  cannot  lease  space  solely  to  serve 
World  War  II  veterans.  Those  who 
fought  in  Korea  closely  follow  the 
World  War  II  cohort.  The  age  distrib- 
ution of  this  generation  of  veterans 
and  of  the  Vietnam  generation  will 


allow  only  a  temporary  reduction  in 
the  need  for  nursing  home  beds  around 
the  year  2010.  Leasing  does  not 
release  Congress  and  the  Department 
from  their  obligation  to  construct 
facilities  for  future  generations  of  vet- 
erans. Typical  nursing  home  leases 
range  from  20  to  30  years.  Veteran 
need  for  long-term  care  will  still  exist 
in  30  years. 

Recommendations: 

•  Increase  the  VA  nursing  home 
average  daily  census  to  16,724  in 
FY  1994  by  converting  1,695  hos- 
pital beds,  leasing  six  120-bed 
nursing  homes,  and  entering 
enhanced  use  leases  for  another 
240  beds. 

•  Add  major  construction  funds  for 
four  new  120-bed  nursing  homes 
in  FY  1994. 

Costs: 

$197  million  for  VA  nursing 

home  workload  increase 

$15  million  for  activation  funds  f 
leased  nursing  homes 

State  Home  Nursing  Home  Beds 

In  addition  to  VA-operated  nursing 
homes,  veterans  are  also  accommodat- 
ed in  state  nursing  homes,  whose  con- 
struction and  operation  VA  subsidizes. 
The  federal  government  encourages 
state  participation  by  offering  match- 
ing operations  funding  and  allowing 
states  to  collect  their  shares  from  pro- 
gram beneficiaries'  Social  Security 
disbursements. 

State  homes  have  shown  the  most 
promise  in  developing  VA-sponsored 
nursing  home  capacity.  Currently.  93 
programs  provide  beds  in  43  states. 
State  homes  had  14.182  VA-sponsored 
beds  in  FY  1992  and  plan  to  add  1.251 
beds  in  FY  1993.  for  a  total  of  15.498 
beds.    States  do.  however,  have  the 


prerogative  to  use  up  to  25  percent  of 
these  beds  for  their  non-veteran  work- 
loads. If  state  homes  meet  this  target, 
they  will  be  able  to  serve  an  average 
daily  census  of  approximately  12,500 
by  the  end  of  FY  1993.  The  FY  1993 
Independent  Budget  recommended  an 
average  daily  census  of  12.100  for 
FY  1995.  For  FY  1994,  the  IBVSOs 
have  adjusted  the  Independent  Budget 
target  to  accommodate  state  pro- 
grams' workload  growth,  recom- 
mending a  state  home  nursing  home 
census  of  12,650. 

There  are  a  number  of  fiscally 
sound  reasons  for  advocating  state 
nursing  home  program  expansion. 
First,  because  VA  contributes  to  pro- 
gram construction,  it  pays  only  25  per- 
cent of  the  cost  of  care  for  treating  vet- 
erans in  state  homes;  state,  patients,  or 
other  payers  bear  the  rest  of  the  cost. 
This  allows  VA  to  expand  its  average 
daily  census  for  VA-sponsored 
patients  at  less  expense  than  providing 
care  in  VA  or  the  community  (approx- 
imately $28  per  day  as  opposed  to 
$189  per  day  in  VA  or  $98  per  day  in 
the  community).  Given  that  VA  is 
committed  to  expanding  its  nursing 
home  capacity,  the  savings  realized 
from  treating  veterans  in  the  state 
homes,  as  opposed  to  other  communi- 
ty settings  or  in  VA.  quickly  compen- 
sate VA  for  its  contribution  to  con- 
struction funding.  VA  is  expected  to 
pay  up  to  65  percent  of  the  state's  con- 
struction costs. 

Increasing  the  number  of  veterans 
in  state  homes  will  require  more  VA 
dollars  to  cover  the  federal  share  of 
per  diem  costs.  The  recommended 
appropriation  for  the  extended  care 
initiative  includes  state  home  operat- 
ing funds.  The  Independent  Budget's 
recommendations  for  grants  to  fund 
construction  of  more  state  homes  are 
given  on  page  124. 
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Recommendation:  Increase  stale 
nursing  home  average  daily  census  to 
12,650  for  FY  1994.  This  assumes 
modest  growth  in  bed  availability. 

Cost  $15  million 


VA  has  demonstrated  little  propensity 
to  increase  its  capacity  in  the  commu- 
nity nursing  home  program.  The 
lBVSOs  and  VA  seem  to  want  the 
capacity  to  grow  within  the  system, 
using  VA  as  a  "model"  for  long-term 
care  in  its  elderly  patient  base,  which 
is  23  years  older  than  the  general  pop- 
ulation. In  FY  1992,  VA  offered  com- 
munity-based nursing  home  care  to  an 
average  daily  census  of  7,82 1 . 


V'A  has  demonstrated  little 
propensity  to  increase 
its  capacity  in  the 
community  nursing  home 
program. 

Under  current  law,  veterans  are 
not  entitled  to  nursing  home  care. 
Therefore,  when  dollars  are  con- 
strained. VHA  hospital  directors 
reduce  the  nursing  home  census.  This 
has  become  particularly  true  of  VHA's 
contractual  arrangements  with  com- 
munity providers  of  nursing  home 
care.  Every  year  since  FY  1988,  the 
average  daily  census  level  has 
declined,  decreasing  by  41  percent 
between  FY  1988  and  FY  1992. 

The  IBVSOs  cannot  give  up  their 
position  that  VA  should  furnish  long- 
term  institutional  care  in  the  communi- 
ty. Community  nursing  homes  are  a 
cost-effective  means  of  delivering 
long-term  institutional  care.    VA's 


community  nursing  home  program  is  a 
failing  safety  net.  VA  must  use  com- 
munity capacity  as  a  "stop-gap"  until 
it  can  meet  construction  goals  to 
expand  the  system's  capacity. 

Recommendation    Increase 
community-based  nursing  home  cen- 
sus to  13,000  average  daily  census  in 
FY  1994. 

Cost:  $23  million 

NON-INSTITUTIONAL  LONG- 
TERM  CARE  ALTERNATIVES 

As  the  veteran  population  ages.  VA 
must  adapt  programs  to  meet  its 
patients'  long-term  care  needs.  As  a 
long-term  care  model  for  the  nation, 
VA  should  supplement  its  institutional 
program  with  more  non-institutional 
care.  The  programs  addressed  below 
have  produced  cost-savings  for  VA 
and  increased  patient  satisfaction. 

Home-based  care,  respite  care, 
and  hospice  programs  serve  chronical- 
ly and  terminally  ill  patients  and  their 
families.  These  programs'  interde- 
pendencies  merit  case  managers" 
coordination.  For  instance,  patients 
using  home-based  care  or  community 
hospice  programs  may  need  periodic 
admission  to  an  inpatient  care  set- 
ting. VA  may  also  wish  to  consider 
developing  its  own  community  hos- 
pice programs  through  hospital-based 
home  care  teams.  Using  ambulatory 
care,  rather  than  inpatient  resources, 
allows  VA  to  augment  its  resources 
with  those  of  the  patients'  caregivers. 
Some  staff  time  is  replaced  by  a  care- 
giver's time.  These  programs  would 
allow  VA  to  serve  more  veterans 
within  its  budget  constraints  than 
would  the  alternative — repeated  hos- 
pital admissions  for  chronic  and  ter- 
minal conditions. 


As  a  long-term  care 
model  for  the  nation, 
VA  should  supplement  its 
institutional  program  with 
more  non-institutional  care 
which  produces  cost-savings 
and  increases  patient 
satisfaction. 


Hospital-based  home  care  (HBHC) 
programs  allow  VA  to  discharge 
chronically  ill  veterans  to  their  own 
homes.  These  patients,  most  of  whom 
will  remain  bedbound  or  housebound, 
can  be  cared  for  by  their  families  at 
home  with  the  support  of  an  HBHC 
team.  A  recent  study  found  that 
patients  and  caregivers  are  more  satis- 
fied with  care  received  at  home  with 
the  assistance  of  an  HBHC  team  than 
are  patients  and  caregivers  who  lack 
access  to  HBHC  services.  The  same 
study  indicated  that  HBHC  saves  VA 
money  (18  percent  of  total  per  capita 
costs)  by  substituting  HBHC  services 
for  inpatient  days  of  care. 

VA  physicians  and  administrators 
are  aware  of  the  advantages  of  HBHC 
programs.  The  number  of  programs 
has  increased  from  30  in  FY  1983  to 
an  estimated  75  programs  in  FY  1992. 
VA  has  accomplished  most  of  the 
expansion  with  existing  resources, 
because  no  funds  are  specifically  allo- 
cated for  initiating  HBHC  programs. 

Recommendation:  Activate 
HBHC  programs  at  the  96  hospitals 
that  currently  lack  them  in  FY  1994. 

Cost:  $47  million 
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Respite  care  is  an  essential  component 
of  hospital-based  home  care  and  com- 
munity hospice  care.  Respite  care 
enables  an  elderly  or  disabled  veteran 
to  be  institutionalized  periodically,  to 
allow  a  relief  period  for  the  patient's 
caregivers.  This  relief  from  responsi- 
bility reduces  the  strain  upon  care- 
givers, and  they  remain  willing  and 
able  to  care  for  the  veteran,  who  is 
spared  permanent  institutionalization. 
Respite  care  programs  yield  substan- 
tial gains  at  low  cost.  They  use  tem- 
porarily empty  hospital  beds  and  the 
staff  associated  with  such  beds.  The 
net  program  cost  is.  therefore,  little 
more  than  the  staff  time  required  for 
its  coordination.  Every  VA  hospital 
should  have  a  program  to  provide 
respite  care,  but  VA  estimates  that 
only  127  of  171  hospitals  will  have 
implemented  these  programs  by  the 
end  of  FY  1993. 

Recommendation:  Activate 
respite  programs  at  the  44  hospitals 
that  currently  lack  them  in  FY  1994. 

Cost:  Included  in  Hospital-Based 
Home  Care  funding  initiative 


Hospice  is  a  program  for  the  terminal- 
ly ill  patient  who  agrees,  in  consulta- 
tion with  his  family  and  clinicians,  to 
abandon  extraordinary  therapeutic 
intervention  for  his  condition.  VA 
provides  hospice  care  in  its  28  special- 
ized inpatient  units,  in  other  medical 
center  beds,  or  in  community-referred 
contract  arrangements. 

VA  has  recently  established  a 
hospice  consultation  team  at  each  of 
its  medical  centers.  These  teams  rec- 
ommend policies  and  procedures  to 
hospital  management,  to  enhance 
appreciation  of  the  hospice  concept 
and  implement  hospice  throughout  the 


medical  center.  The  Wilkes-Barre  VA 
Medical  Center  was  recently  selected 
as  a  model  for  VA  hospice  care  pro- 
grams. The  program  features  open 
visitation  hours,  sofa  beds  and 
kitchens  for  relatives,  and  bereave- 
ment counseling  for  families.  Because 
the  staff-to-patient  ratio  is  high,  staff 
can  cater  to  patients'  specialized  care 
needs  for  food,  medication,  and  other 
treatments  that  enhance  comfort. 

Recommendation  Expand  the 
hospice  program  using  the  Wilkes- 
Barre  VA  Medical  Center  model. 

Cost:  Included  in  the  Hospital- 
Based  Home  Care  funding  initiative 


VA's  Adult  Day  Health  Care  program 
(ADHC)  provides  medical,  rehabilita- 
tive, social,  recreational,  and  health 
education  services  to  veterans  in  a 
daytime  congregate  setting.  ADHC 
services  enable  veterans  to  live  at 
home  in  a  supportive  environment, 
rather  than  in  an  institution  at  signifi- 
cantly higher  cost.  ADHC  serves  vet- 
erans with  non-disabling  medical 
problems.  Patients  in  intermediate 
stages  of  Alzheimer's  disease  and 
those  recovering  from  strokes  are  also 
suited  to  this  type  of  treatment.  The 
IBVSOs  consider  ADHC  an  effective, 
efficient  way  to  care  for  these  veterans. 

The  number  of  hospitals  maintain- 
ing ADHC  programs  has  increased 
from  five  in  FY  1983  to  an  estimated 
87  in  FY  1992.  Of  those  87  hospitals. 
56  operate  their  programs  and  3 1  con- 
tract with  community  programs.  The 
IBVSOs  recommend  that  six  more  VA 
hospitals  implement  ADHC  programs 
in  FY  1994.  to  move  toward  the  goal 
of  operating  ADHC  programs  in  100 
hospitals  by  FY  1995.  The  IBVSOs 
further  recommend  that  VA  increase 
workloads  for  existing  and  planned 
ADHC  programs. 


Recommendation:  Increase  the 
number  of  hospitals  with  VA  or  VA- 
sponsored  adult  day  health  care  pro- 
grams from  87  to  93. 

Cost:  $6  million 


V'A  is  in  an  excellent 
position  to  develop 
prototype  multi-level 
geriatric  and  long-term  care 
centers. 


Community  Residential  Care  (CRC) 
programs  provide  residential  care, 
including  room,  board,  and  limited 
personal  care,  to  veterans  who  do  not 
require  hospital  or  nursing  home  care 
but  who.  because  of  medical  or  psy- 
cho-social conditions,  cannot  live 
independently  and  have  no  family  to 
provide  assistance  or  shelter.  Veterans 
pay  for  community  residential  care, 
commonly  with  their  pensions.  VA 
costs  involve  supervising  the  program 
and  inspecting  residential  care  homes. 
CRC  programs  are  cost-effective,  con- 
sidering their  potential  for  reaching 
members  of  that  marginal  population 
who  have  some  means,  but  cannot 
manage  their  lives  without  some  sup- 
port. By  the  end  of  FY  1993,  127 
CRC  programs  will  operate.  VA 
should  create  44  in  FY  1994.  to  move 
toward  the  goal  of  1 7 1  CRC  programs 
by  the  end  of  FY  1 994. 

Recommendation  Establish  com- 
munity residential  care  programs  at  44 
VA  medical  centers. 

Cost:  $5.9  million 
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MANAGING  THE  LONG-TERM 
CARE  CASELOAD 


With  Us  unique  patient  base.  VA  is  in 
an  excellent  position  to  develop  proto- 
type multi-level  geriatric  and  long- 
term  care  centers.  Each  VA  medical 
region  should  select  one  secondary 
care  hospital  near  a  tertiary  referral 
VA  medical  center  and.  by  converting 
its  beds  and  mission,  dedicate  that  sec- 
ondary care  hospital  to  long-term  care. 
Each  such  center  would  offer  a  nurs- 
ing home,  a  geriatric  evaluation  and 
management  program,  ambulatory 
clinics,  an  adult  day  care  center,  a 
home  care  team,  a  respite  program  and 
a  hospice  program.  The  long-term 
care  center  staff  should  include  appro- 
priate numbers  of  geriatricians, 
internists,  physiatrists,  psychologists 
and  social  workers.  The  center  should 
feature  ample  facilities  for  functional 
rehabilitation,  physiotherapy  and 
occupational  and  recreational  therapy, 
and  should  cooperate  with  other  com- 
munity-based long-term  care  facilities 
and  programs. 

Implementing  this  plan  would 
result  in  the  development  of  approxi- 
mately four  new  multi-level  geriatric 
care  facilities.  The  Independent 
Budget  has  supported  development  of 
these  facilities  since  FY  1990.  Still, 
VA  has  not  made  these  enhancements 
in  the  geriatric  care  program.  Last 
year,  the  VA  Commission  on  the 
Future  Structure  of  Veterans  Health 
Care  concurred  with  Independent 
Budget  recommendations  for  enhanc- 
ing geriatric  care  programs.  The 
influence  of  this  expert  panel  will, 
hopefully,  encourage  VA  to  begin  to 
develop  multi-level  geriatric  care  pro- 
grams in  FY  1994. 

Specifically,  the  Independent 
Budget  agrees  with  the  Commission 
that  VA  should: 


expedite  the  integration  of  acute 
care  and  long-term  care  programs 
geared  toward  the  elderly,  thereby 
encouraging  continuity  of  care  for 
these  veterans. 

implement  additional  geriatric 
evaluation  and  management  units 
and  geriatric  treatment  units,  to 
coordinate  treatment  of  older  vet- 
erans as  they  move  through  the 
VA  system. 

expand  geriatric  research  educa- 
tion and  clinical  centers 
(GRECCs).  to  enhance  academic 
affiliations  and  to  attract  and 
retain  high-quality  clinicians  to 
care  for  this  population's  special- 
ized care  needs. 

Implementing  these  concepts, 
which  the  IBVSOs  have  encouraged 
for  years,  has  become  even  more 
urgent  as  the  veteran  population  ages. 
With  the  budget  restricting  the  deliv- 
ery of  care  to  veterans  whose  needs 
continue  to  grow.  VA  must  provide 
care  in  more  cost-effective,  efficient 
ways.  The  concepts  outlined  above 
can  enhance  VA's  ability  to  deliver 
more  cost-effective  and  higher  quality 
care  toelderlv  veterans. 


?e  objective  of  Geriatric 
Evaluation  and 
Management  programs  is  to 
evaluate  the  total  person. 


Recommendation:  Establish  four 
multilevel,  long-term  care  facilities. 

Cost:  No  incremental  funding 
required 


Geriatric  evaluation  and  management 
units  (OEMs),  through  detailed  assess- 
ment of  older  patients'  medical,  func- 
tional, psychological,  and  environmen- 
tal conditions,  improve  treatment  and 
discharge  planning  for  elderly  veterans 
who  typically  have  multiple  medical 
and  socioeconomic  problems.  In  hos- 
pitals and  outpatient  clinics.  GEMs 
care  for  patients  with  secondary  prob- 
lems detected  during  hospital  treat- 
ment of  a  primary  illness.  The  objec- 
tive of  GEMs  is  to  evaluate  the  total 
person.  GEMs  implement  a  holistic 
approach  to  assessing  the  individual's 
needs,  for  proper  patient  management. 
Assessment  identifies  disabling  condi- 
tions that,  left  untreated,  could  result 
in  greater  need  for  institutional  care, 
and  improves  treatment  and  manage- 
ment of  chronic  illnesses  and  con- 
comitant environmental  problems 

VA  GEMs  should  utilize  even 
more  faithfully  an  interdisciplinary 
approach  to  patient  care.  As  case 
managers  for  the  "at-risk"  elderly,  VA 
GEM  caregivers  have  limitless  oppor- 
tunities for  intervention.  VA  GEM 
activities  could  expand  to  provide  an 
information  and  referral  center  for 
community  services,  such  as  "meals 
on  wheels";  homemaker  and  shopping 
services;  and  transportation  services; 
or  for  VA  to  actually  provide  these 
services  where  possible. 


Y 


/A  GEMs  should  utilize 
an  interdisciplinary 
approach  to  patient  care. 


Studies  show  that  GEMs  often 
more  than  pay  for  themselves  by 
reducing  patient  institutionalization. 
Expanding  services  to  allow  more  vet- 
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,                                              PROGRAMS  FOR  HOMELESS  VETERANS 

■HHHBB 

Number:      1 9  VA  medical  centers  are  being 

Number:   45  sites  in  26  states  and  Washington, 
DC 

activated  to  disburse  750  vouchers 
dedicated  to  homeless  veterans 

Purpose: 

1         Aggressive  outreach 

Purpose: 

1        Provide  permanent  "Section  8"  housing  (federally  subsi- 

2       Medical  and  psychiatric  examinations 

dized  housing  for  which  the  disabled,  including  mentally 

3        Treatment  and  rehabilitative  services  in  community-based 

impaired,  among  other  categorically  defined  groups,  are 

facilities 

eligible)  through  HUD 

4        Case  management  services 

2        Link  housing  to  ongoing  case  management  and  VA  clini- 

Number:      VA  runs  26  programs,  with  a  total 

of  1,165  beds 
Purpose: 

Number:      Programs  run  through  three  of  VA's 

homeless  veterans  treatment  programs 

1        Residential  rehabilitation 

Purpose: 

2        Individualized  treatment  of  unmet  clinical  needs 

1      Expedite  homeless  veterans'  claims  for  Social  Security  ben- 

3       Stabilization  of  underlying  causes  and  resulting 

efits  to  which  homeless  veterans  ore  entitled 

manifestations  of  homelessness 

2     Locate  homeless  veterans 

3     Merge  VA  data  with  Social  Security  Administration  data  to 
determine  homeless  veterans'  benefits  status 

Number:      2  pilot  centers 
Purpose: 

1        Daytime  shelter 

Number:       1  project 

2        Structured  programs  and  activities  that  enhance  daily 

Purpose: 

living  skills 

1      Monitor  and  evaluate  services  provided  to  homeless 

3-       Provision  of  meals  and  shower  and  laundry  facilities 

veterans 

4        Entry  to  more  serious  treatment  or  rehabilitation 

Number        1  project;  4  more  projects  authorized 
m  HR  5400  at  the  end  of  102d  Congress 

Purpose: 

Number:      14  programs  (2  run  exclusively 
for  homeless  veterans) 

Serves  as  on  umbrella  for  such  programs  as: 
1      HCMI 

Purpose: 

2      DCHV 

1        Therapeutic  work  activities 

3      Veterans'  Industries 

2.       Supervised  living  in  VA-owned  community  homes 

4      VASH 

3        Substance  abuse  interventions 

5     SSA/VA  pilot  project 

Soun  es     Senior  Management  Conferem  c    Issues  and  I  'pdatcs. 

I  A  Seniot  Management  Directory 
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erans  access  to  case  management  and 
to  enhance  veteran  knowledge  and  use 
of  community  resources  can  only  rein- 
force VA's  ahililv  to  keep  its  patients 
out  of  institutional  settings. 

The  Independent  Budget  calls  for 
all  VA  medical  centers  to  implement 
geriatric  evaluation  and  management 
units  by  the  end  of  FY  1994. 

Recommendation  Increase  the 
number  of  geriatric  evaluation  and 
management  units  from  I IX  to  171. 

Cost:  No  incremental  funding 


These  centers  of  excellence  are 
designed  to  advance  geriatric  and 
gerontological  research,  education, 
and  clinical  achievements.  An 
expanded  GRECC  program  will  allow 
VA  to  maintain  its  clinical  and  educa- 
tional leadership  in  dealing  with  the 
problems  of  aging.  It  also  will  foster 
new  approaches  to  meeting  the  com- 
plementary goals  of  care  improvement 
and  cost  containment.  The  timetable 
with  respect  to  GRECCs  has  slipped 
since  1982,  when  Congress  approved 
increased  authorization.  The 
Independent  Budget  target  proposes 
that  VA  institute  25  GRECCs.  the 
number  statute  authorizes,  by  FY  1995. 
VA  operated  16  GRECCs  at  the  end  of 
FY  1992.  The  IBVSOs  call  for  VA  to 
activate  five  GRECCs  in  FY  1994. 

Recommendation:  Establish  geri- 
atric research,  education  and  clinical 
centers  (GRECCs),  including  one 
GRECC  dedicated  to  spinal  cord 
injury  treatment  and  research,  in  five 
more  VA  medical  centers  in  FY  1994. 

Cost:  $15  million 

PSYCHO-SOCIAL  PROGRAMS 

VA's  psychiatric  programs  serve  a 
unique  segment  of  the  population.    Its 


programs,  geared  toward  the  experi- 
ences of  the  veteran  population,  are 
often  without  peer  in  the  private  sec- 
tor. Furthermore.  VA  psychiatric  pro- 
grams serve  patients  that  would  have 
little  or  no  access  to  mental  health  ser- 
vices  outside  the  system.  Mental 
health  services  have  sparse  coverage, 
even  in  some  "rich"  private-insurance 
packages.  Veterans,  who  are  less  like- 
ly to  have  adequate  coverage,  are  even 
less  likely  to  have  adequate  financial 
access  to  mental  health  benefits. 


V'A  psychiatric  programs 
serve  patients  that 
would  have  little  or  no 
access  to  mental  health 
seivices  outside  the  system. 

Although  veterans  are  vulnerable 
to  all  the  psychiatric  disorders  found 
in  non-veterans,  this  section  focuses 
on  programs  which  deal  with  psycho- 
social disorders  for  which  veterans,  as 
a  group,  are  at  "high  risk",  particularly 
homelessness.  substance  abuse,  severe 
psychoses,  and  post-traumatic  stress 
disorder.  These  conditions  often 
"feed"  on  each  other,  and  providers 
must  coordinate  responses  to  best  treat 
the  underlying  "roots"  of  the  veteran's 
psycho-social  disorder. 


Experts  estimate  that  from  one-third  to 
one-half  of  the  homeless  are  veter- 
ans— mostly  Vietnam-era  service-per- 
sons In  its  strategic  planning  projec- 
tions for  Fiscal  Years  1990-1994,  VA 
estimates  that  the  number  of  homeless 
veterans  could  be  as  high  as  250,000. 

Homeless  mentally  ill  veterans 
characteristically  exhibit   compounded 


problems.  Substance  abuse  often 
accompanies  mental  illness — by  some 
estimates,  two-thirds  of  VA's  home- 
less patients  are  treated  for  addictions 
to  drugs  or  alcohol.  Veterans  with 
post-traumatic  stress  disorder  com- 
prise a  significant  component  of  the 
mentally  ill  population.  VA  has  also 
stated  that  up  to  45  percent  of  sampled 
veterans  enrolled  in  Homeless 
Chronically  Mentally  III  (HCMI)  pro- 
grams have  serious  medical  conditions. 

VA  has  established  and  funded 
various  programs  to  ameliorate  veter- 
an homelessness.  The  HCMI  program 
aids  veterans  who  need  psychiatric  and 
medical  care  through  community-pro- 
vided rehabilitative  services.  The 
Domiciliary  Care  for  Homeless 
Veterans  (DCHV)  program  treats,  in  a 
residential  setting,  problems  that  have 
led  to  each  individual's  homelessness. 
A  new  pilot  project  features  drop-in 
centers,  which  serve  a  portion  of  the 
population  that  is  often  the  most  reluc- 
tant to  seek  help.  Drop-in  centers 
offer  the  homeless  veteran  a  helpful, 
but  unobtrusive,  means  of  receiving 
assistance.  Other  programs  run  for 
homeless  veterans  are  shown  below. 
VA  indicates  that,  through  its  homeless 
programs,  it  has  contact  with  approxi- 
mately lO.(XK)  veterans  per  year. 

The  homeless  population's  con- 
tinued growth  and  the  serious  nature 
of  its  associated  disorders  merit 
increased  funding  in  FY  1994  budget 
appropriations.  VA  should  use  these 
tunds  to  establish  new  programs  in 
metropolitan  areas  that  lack  programs 
or  enough  programs. 

Recommendation:  Expand  home- 
less veterans  programs  which  focus  on 
enhancing  veterans'  independent  liv- 
ing skills.  VA  currently  runs  many 
innovative  programs  through  its  home- 
less chronically  mentally  ill  programs. 
VA  should  expand  care  of  new  and 
existing  sites  through  the  types  of  pro- 
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PROGRAMS  FOR 

CHRONICALLY  MENTALLY 

ILL  VETERANS 


•  30  VA  medical  centers  designat- 
ed as  long-term  psychiatric  care 
facilities 

•  Intensive  psychiatric  community 
care  programs 

•  Psychiatric  transition  wards 

•  Mental  hygiene  clinics 

Source:  Senior  Management 
Conference    Issues  and  Updates 


grams  shown  in  Table  14.  VA  should 
also  develop  drop-in  centers  in  com- 
munities with  unmet  needs  and  metro- 
politan areas,  and  establish  two  new 
HCMI  programs. 

Cost:  Add  $10  million  to  ear- 
marked funds  tor  homeless  veterans 
programs. 


VA.  like  other  psychiatric  providers 
that  care  for  the  chronically  mentally 
ill,  relies  heavily  on  custodial  care. 
Caring  for  this  population's  basic 
needs  is  essential,  as  the  plight  of  the 
nation's  homeless  mentally  ill  has 
demonstrated.  Without  such  pro- 
grams, chronically  mentally  ill  indi- 
viduals often  lack  food,  shelter,  or 
adequate  clothing.  Alcohol  or  drug 
use  often  substitute  for  rehabilitation 
to  alleviate  the  veteran's  pain  and  con- 
fusion. 

In  addition  to  the  important  custo- 
dial care  these  facilities  offer  veterans, 
VA  runs  programs  which  successfully 
rehabilitate  mentally  ill  veterans  and 
allow  them  to  regain  their  indepen- 


dence. Some  programs  for  chronically 
mentally  ill  veterans  are  shown  in 
Table  15.  Community  residential  pro- 
grams that  provide  minimal  supervi- 
sion and  encourage  development  of 
independent  living  skills  have  thera- 
peutic value  for  the  less  impaired  vet- 
eran who  might  otherwise  be  "ware- 
housed". VA  should  establish 
short-term  care  settings  with  more 
intensive  therapy  to  augment  its  ser- 
vices to  the  chronically  mentally  ill. 

Recommendation:  Provide 
staffing  and  resource  enhancements  at 
the  30  long-term  psychiatric  care  facil- 
ities. Develop  innovative  psychiatric 
care  programs  that  treat  mentally  ill 
veterans  in  less  restrictive  settings  and 
expedite  their  return  to  the  community. 

Cost:  $10  million 


The  substance  abuse  epidemic  has 
plagued  veterans,  as  well  as  the  gener- 
al population.  While  "The  War  on 
Drugs"  highlighted  the  issue,  treat- 
ment in  all  modalities  (within  and  out- 
side VA)  has  been  limited,  even  for 
those  who  seek  it  out.  Lengthy  wait- 
ing lists  for  subsidized  or  free  treat- 
ment are  common.  Outreach  efforts 
are  even  more  curtailed. 

Substance  abuse  wreaks  havoc  on 
it*-  victims'  lives.  VA,  as  a  mental 
health  provider,  must  be  acutely 
aware  of  successful  treatments  and 
able  to  implement  them  within  its  pro- 
grams in  a  timely  manner.  Whenever 
possible,  these  programs  must  be 
flexible,  and  deal  with  substance 
abusers'  special  medical  needs. 
Individuals  should  have  follow-up 
care  that  is  supportive  but  allows 
those  able  to  remain  in  the  communi- 
ty. Tailoring  programs  to  problems 
underlying  veterans'  substance  abuse 
(such  as  aging,  homelessness,  unem- 


ployment, spinal  cord  dysfunction,  or 
post-traumatic  stress  disorder)  has 
also  proven  effective.  VA  operates 
programs  shown  in  Table  16. 


Veterans'  industries  programs  are 
effective  for  substance  abusers  and 
veterans  with  other  psychiatric  disabil- 
ities, neurological  disabilities,  or  phys- 
ical disabilities.  Veterans'  industries 
programs  provide  veteran  care,  train- 
ing and  rehabilitation,  and  are  also 
indicated  for  homeless  veterans. 

Veterans'  industries  programs 
offer  a  work-oriented  approach  to  pro- 
viding psycho-social  rehabilitation. 
Several  tracks  deal  with  the  varying 
skills  and  abilities  of  the  patient  base. 
The  common  denominator  for  therapy 
is  work  or  activity.  Some  veterans  are 
ongoing  day  patients,  some  are  resi- 
dents while  they  develop  independent 
living  skills,  and  some  attend  only  to 
learn  job  skills. 


PROGRAMS  FOR  VETERANS 

WITH  SUBSTANCE  ABUSE 

PROBLEMS 


□I  dependency 
ical  dependency 


Inpatient  chem 
treatment 
Outpatient  che 
treatment 

Substance  abuse  outreach  programs 
Substance  abuse  community 
halfway  houses 
Veterans'  industries 
Domiciliary  substance  abuse  program 
Substance  abuse  relapse  program 
Specialized  substance  abuse  pro- 
grams for  spinal  cord  injured,  geri- 
atric, post-traumatic  stress  disorder 
and  other  groups 
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Substance  abusers  comprise  one 
of  the  populations  that  veterans'  indus- 
tries programs  serve.  These  veterans 
enter  therapeutic  residencies,  which 
provide  substance  abuse  aftercare, 
transitional  housing,  compensated 
work  therapy,  vocational  counseling 
and  job  placement.  Participants  must 
have  completed  acute  treatment  for 
their  substance  abuse.  Full-time  work, 
participation  in  Alcoholics  Anony- 
mous or  a  similar  program,  and  partic- 
ipation in  group  counseling  are  all 
required  treatment  components.  These 
programs  have  had  high  success  rates. 
With  low  staffing  requirements  and 
through  contractual  arrangements  with 
private  enterprise,  these  programs 
offer  veterans  valuable  therapy  at  min- 
imal cost.  Congress  could  enhance 
veterans'  access  to  these  programs  by 
authorizing  VA  to  provide  this  therapy 
as  a  non-profit  venture  with  private- 
sector  providers  and  employers  at  little 
cost  to  the  taxpayer. 

The  IBVSOs  strongly  support 
these  innovative  and  resourceful  pro- 
grams, which  offer  troubled  veterans  a 
"second  chance"  to  regain  their  dignity 
and  independence. 

Recommendation:  Authorize  150 
houses  for  therapeutic  residencies  for 
the  veterans'  industries  programs. 
Authorize  VA  to  provide  these  pro- 
grams as  joint  ventures  with  non-profit 
entities. 

Cost:  $10  million 


Post-traumatic  stress  disorder  (PTSD). 
a  serious  problem  manifesting  in  pop- 
ulations who  have  experienced  unduly 
stressful  events,  has  become  increas- 
ingly prominent  in  the  Eighties  and 
Nineties.  The  National  Vietnam 
Veterans  Readjustment  Study,  which 


the  Research  Triangle  Institute  con- 
ducted, found  that  15.2  percent  of  the 
3.4  million  Vietnam-era  veterans  may 
experience  PTSD.  According  to  this 
study,  approximately  500,000 
Vietnam-era  veterans  need  treatment 
for  PTSD.  Veterans  from  other  ser- 
vice eras,  including  those  of  the 
Persian  Gulf  War,  also  need  treatment. 

In  the  last  five  appropriations. 
Congress  has  been  sympathetic  to  the 
needs  of  veterans  with  PTSD,  adding 
funding  for  PTSD  inpatient  and  out- 
patient care  programs,  research. 
PTSD  clinical  teams,  and  a  PTSD 
national  center.  This  additional 
funding  totals  about  $35  million. 
Still,  VA  must  continue  its  progress 
in  treating  veterans  with  PTSD. 
Persian  Gulf  War  after-effects  may 
compel  veterans  with  recent  combat 
experience  to  seek  help.  VA  must 
target  eligible  veterans  and  address 
their  specific  needs.  Congress  must 
expand  eligibility  to  allow  veterans 
from  any  combat  era  to  receive 
PTSD  treatment  in  vet  centers. 

VA  treats  many  veterans  with 
PTSD  symptoms  through  its  PTSD 
clinical  treatment  (PCTs)  teams. 
These  teams  are  responsible  for  initial 
assessments,  treatment  and  evaluation 
of  their  clientele.  A  recent  program 
assessment  found  that  89  percent  of 
veterans  examined  had  PTSD.  Almost 
70  percent  of  these  veterans  had  never 
been  treated.  Exposure  therapy,  voca- 
tional therapy,  crisis  intervention,  sub- 
stance abuse  treatment,  and  "rap 
groups"  are  effective  in  treating  veter- 
ans' special  needs.  The  PCTs  have 
seen  improvement  in  certain  patient 
behaviors,  registering  the  greatest 
amelioration  of  drug  abuse  and  PTSD 
symptoms.  Most  VA  medical  centers 
need  a  PCT. 

The  IBVSOs  commend  Congress 
for  recognizing  this  serious  problem. 


We  hope  to  be  able  to  acknowledge 
Congress's  continued  commitment  to 
these  programs  in  the  future. 
Recommendations : 

•  Continue  to  target  eligible  veter- 
ans and  address  their  specific 
PTSD  treatment  needs  with  the 
types  of  programs  shown  in 
Table  17. 

•  Establish  PCTs  in  30  additional 
VA  medical  centers. 

Enhance  treatment  resources  at 
existing  facilities. 

Cost:  $10  million 


PROGRAMS  FOR  VETERANS' 
SPECIALIZED  CARE  NEEDS 


There  are  currently  1.2  million  women 
veterans,  and  this  number  is  growing. 
Active  duty  women  comprised  1.6 
percent  of  US  military  personnel  in 
1973.  Today,  this  percentage  has 
increased  to  1 1  percent.  Any  effort 
to  study  VA's  future  should  thor- 
oughly examine  this  population's 
special  needs. 

VA  has  made  progress  in  adapting 
to  women  veterans'  needs.  Fifty  VA 
medical  centers  now  have  women's 
clinics,  and  all  can  provide  gynecolog- 
ical services.  The  IBVSOs  commend 
the  102nd  Congress  for  enacting  PL 
102-585.  This  expansive  legislation 
included  the  Women  Veterans'  Health 
Equality  Act,  which  provides  eligible 
women  veterans  with  "well-woman" 
care:  regular  breast  examinations, 
mammography,  pap  smears,  general 
reproductive  health  care,  contracep- 
tion, family  planning,  and  infertility 
management.  The  IBVSOs  have  rec- 
ognized the  need  for  preventive  health 
services  for  all  eligible  veterans,  male 


204 


MEDICAL  PROGRAMS 


103 


PROGRAMS  FOR  VETERANS  WITH 
POST-TRAUMATIC  STRESS  ORDER 


•  Post-traumatic  stress  disorder  residential  rehabilitate 

•  POW  support  groups 

•  Joint  PTSD/substance  abuse  disorders  unit 

•  Readjustment  counseling 

Resources  Available  in  FY  1992 

•  Specialized  inpatient  PTSD  units 

•  Specialized  inpatient  PTSD  unit  enhancement 

•  Evaluation  and  brief  treatment  inpatient  units 

•  PTSD  residential  rehabilitation  programs 

•  PTSD  clinical  teams 

•  Pacific  center 

•  Veteran  centers 


Source:  Department  of  Veterans  Affa: 


and  female.  While  this  legislation's 
enactment  offers  women  some  neces- 
sary services,  VA  still  offers  no  pre- 
natal or  obstetrical  services.  Many 
women  will  be  alienated  from  a  sys- 
tem that  does  not  provide  comprehen- 
sive care  for  them. 

As  a  result  of  VA's  efforts, 
women's  utilization  rates  have  out- 
paced those  of  most  male  groups. 
Problems  remain — many  women  still 
view  VA  as  a  "male-oriented"  system. 
Although  women  comprise  4.6  percent 
of  the  veteran  population,  they  only 
represent  2.4  percent  of  inpatient  dis- 
charges from  VA  hospitals.  While 
10.7  percent  of  men  discharged  from 
VA  hospitals  are  service-connected. 
14.3  percent  of  women  are  service- 
connected,  suggesting  that  only  the 
"highest  priority"  women  veterans 
seek  VA  care.  This  contradicts  a  trend 
in  the  private  sector,  where  women 
have  higher  age-adjusted  rates  of 
physician  utilization  and  hospitaliza- 
tion than  men. 

In  answer  to  the  VA  Advisory 
Committee  on  Women  Veterans,  VA 
has  appointed  women  veteran  coordi- 
nators at  each  VA  medical  center.   VA 


should  better  publicize  efforts  of  these 
coordinators,  whose  goals  are  to  facili- 
tate women  veterans'  entry  to  VA 
facilities,  through  outreach  programs 
which  could  be  mobilized  through 
TAP,  DTAP.  and  VBA.  The  coordi- 
nators also  should  have  direct  access  to 
facility  directors  to  assist  efforts  to  train 
and  orient  administrative  staff  to  facili- 
tate their  women  patients'  access  to 
gender-specific  VA  health  care  services. 
For  each  region,  VA  should  appoint  a 
full-time  women  veterans  coordinator  to 
conduct  outreach  and  educational 
efforts  for  women  veterans. 

VA  must  implement  other  VA 
Advisory  Committee  on  Women 
Veterans  recommendations.  For  exam- 
ple, VA  must  accommodate  privacy 
standards  for  women's  needs.  All  facil- 
ities should  have  adequate  toilet  and 
shower  facilities.  VA  should  also 
ensure  women  veterans'  access  to  spe- 
cialized care. 

VA  should  investigate  the  most 
cost-effective  means  of  delivering  care 
to  entitled  women.  In  some  cases, 
mammography  should  not  be  provided 
"in-house".  when  demand  does  not 
efficiently  support  equipment  and 


staff.  VA  may  be  unwittingly  caught 
in  a  cycle.  Unavailability  of  services 
for  women  force  women  out  of  the 
system,  so  those  remaining  do  not 
justify  the  need  for  such  services. 
Studies  should  examine  the  "sup- 
pressed demand"  and  "unmet  need" 
for  these  services.  VA  can  also  fur- 
ther explore  opportunities  to  provide 
entitled  women  with  VA-sponsored 
care  in  the  private  sector  or  through 
sharing  arrangements  with  DOD  or 
other  providers. 

VA  should  especially  heed  the 
needs  of  its  aging  women  veterans. 
Risk  for  various  disorders,  such  as 
incontinence,  osteoporosis,  breast  can- 
cer, and  heart  attacks,  increases  with  a 
woman  is  age.  Women  have  different 
geriatric  care  needs  from  men. 


Cunseling  for  the  sexually 
abused  should  be  as 
readily  available  as  that  lot 
those  with  post-traumatic 
stress  disorder. 


In  a  June  30.  1992.  Senate  hear- 
ing, witnesses  estimated  that  up  to 
60.000  women  had  been  raped  or  sex- 
ually assaulted  during  their  military 
service.  A  two-year-old  Pentagon 
study  claims  that  one  of  three  military 
women  faces  sexual  abuse  during 
active  duty.  Once  again,  the  IBVSOs 
commend  Congress  for  enacting  PL 
102-585.  which  makes  treatment  and 
counseling  available  throughout  the 
VA  system  to  sexually  abused  women. 
This  type  of  counseling  should  be  as 
readily  available  as  post-traumatic 
stress  disorder  counseling.  Special 
training  should  "sensitize"  VA  mental 
health  providers  to  the  special  needs  of 
sexually  abused  women.  VA  should 
establish  a  "hotline"  to  facilitate 
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women  veterans'  access  to  VA  ser- 
vices. Both  VA  and  DOD  should  pub- 
licize services  to  women  being  dis- 
charged from  service. 

Sensitization  to  the  special  needs 
of  sexually  abused  women  must  begin 
"at  home".  VA  should  take  further 
strides  to  improve  its  complaint 
process  for  VA  employees  who  are 
sexually  harassed.  Harassers  should 
be  fired,  not  transferred;  VA  should 
investigate  and  punish  retaliation 
against  those  who  complain. 

Recommendations 

•  Continue  implementation  of  the 
VA  Advisory  Committee  on 
Women  Veterans. 

•  Provide  counseling  to  women  vet- 
erans who  have  experienced  sexu- 
al abuse  while  on  active  duty. 

•  Improve  VA"s  employee  grievance 
processes  for  sexual  harassment 
and  fire  employees  found  guilty. 

Cost:  Funding  for  women's 
increased  access  to  gender-specific 
services  included  in  outpatient  care 
initiatives 


Combat  experience  in  the  Persian  Gulf 
had  many  health  consequences  for  vet- 
erans, both  those  which  have  ready 
explanations  and  those  whose  origins 
are  more  controversial  or  unexplained 
to  the  medical  community.  Before 
their  discharge,  some  soldiers  return- 
ing from  the  Gulf  were  treated  for 
leishmaniasis,  a  parasitic  infection 
transmitted  through  sand  flies.  VA 
will  treat  other  veterans  with  this  ser- 
vice-connected disorder. 

High  stress  levels  have  appeared 
in  many  Persian  Gulf  War  veterans. 
VA  must  make  special  outreach  efforts 
to  Persian  Gulf  veterans  for  post-trau- 


matic stress  disorder  treatment.  A 
variety  of  programs  (discussed  above) 
address  the  needs  of  those  suffering 
from  post-traumatic  stress  disorder. 

Not  all  disorders  that  Persian  Gulf 
veterans  suffer  have  such  explicable 
origins.  A  number  of  veterans  com- 
plain of  symptoms  ranging  from  hair 
loss  to  pulmonary  disorders.  Army 
physicians  from  Walter  Reed  blame 
veterans'  problems  on  stress.  Other 
physicians  are  examining  their  veteran 
patients  for  petroleum  poisoning. 
During  the  war,  the  Naval  Medical 
Research  Institute  determined  that  GIs 
near  the  oil  fires  were  exposed  to  a 
number  of  health  risks.  Now  the 
Army  states  that  it  can  find  no  defini- 
tive link  between  oil  fire  exposure  and 
Gulf  War  veterans'  symptoms. 


Investigations  into  the 

l  unexplained  disorders 

of  Persian  Gulf  War 

veterans  must  continue  until 

some  satisfactory 

explanations  are  made. 


Veterans  suffering  these  unusual 
symptoms  blame  their  conditions  not 
only  on  exposure  to  oil  fires,  but  on 
unproven  DOD  vaccinations  contain- 
ing botulin  and  anthrax  and  other  envi- 
ronmental contaminants  of  unknown 
origins.  Because  many  veterans  claim 
similar  symptoms,  stress  is  not  a  com- 
pletely satisfactory  explanation,  so  far 
as  the  IBVSOs  are  concerned. 
Investigations  into  these  unexplained 
disorders  must  continue  until  some 
satisfactory  explanations  are  made. 

VA  is  to  be  congratulated  for 
some  measures  it  has  taken  on  behalf 
of  Persian  Gulf  veterans.  VA  has 
already  established  a  registry  for  all 


570.000  Gulf  War  veterans.  The  reg- 
istry, which  accompanies  a  free  VA 
medical  examination,  will  hopefully 
help  VA  identify  veterans  exposed  to 
certain  environmental  conditions  that 
might  cause  problems  later.  Veterans 
need  not  exhibit  symptoms  at  the  time 
of  their  examination.  Such  examina- 
tions will  allow  VA  to  collect  health- 
related  data  on  these  veterans. 

To  date.  VA  has  treated  17,000  of 
the  100.000  reservists  and  National 
Guardsmen  who  served  in  the  Gulf  It 
has  established  three  special  environ- 
mental medicine  referral  centers  in 
West  Los  Angeles,  Houston  and 
Washington,  DC,  to  treat  unusual 
symptoms  in  Persian  Gulf  veterans.  It 
is  designing  new  reporting  mecha- 
nisms to  track  compensation  claims. 
The  IBVSOs  encourage  continued  out- 
reach to  Persian  Gulf  veterans  through 
the  Veterans  Benefits  Administration's 
Transitional  Assistance  Program 
(TAP)  and  community  efforts  such  as 
the  Red  Cross.  The  long-term  surveil- 
lance effort  VA  has  undertaken  will 
hopefully  pre-empt  a  situation  like  that 
Vietnam  veterans  exposed  to  Agent 
Orange  faced. 

Recommendations :  Continue 
investigations  into  Gulf  War  veterans" 
unexplained  ailments.  Continue  out- 
reach efforts  to  provide  services  to 
Gulf  War  veterans. 

Cost:  No  additional  funding  rec- 
ommended 


VA  has  a  critical  mission  to  serve:  "to 
care  for  him  who  shall  have  borne  the 
battle..."  Some  VA  programs  estab- 
lished particularly  for  the  service-con- 
nected veteran — pertaining  to  pros- 
thetics, spinal  cord  medicine,  and 
blind  rehabilitation,  to  name  a  few  — 
are  without  peer  in  the  private  sector. 
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So  long  as  excess  capacity  exists  in 
any  of  these  excellent  programs,  the 
IBVSOs  welcome  the  opportunity  to 
expand  sharing  agreements  with  DOD, 
academic  affiliates,  and  other  federal 
providers.  VA  should  share  expertise 
in  these  areas  of  disability,  not  only  to 
benefit  the  veteran,  but  to  benefit  the 
disabled  community  at  large. 

As  comprehensive  reform  of  the 
nation's  health  care  system  unfolds. 
VA  has  an  obligation  to  continue  its 
mission  to  provide  care  to  the  dis- 
abled. It  is  unlikely  that  even  a 
reformed  national  system  will  com- 
pletely meet  the  disabled  populations' 
specialized  needs. 

Prosthetic  Users'  Programs 

VHA's  Prosthetics  Improvement 
Implementation  Plan  (PUP)  has  signif- 
icantly improved  prosthetics  and  sen- 
sory aids  services.  "Fencing"  the 
prosthetics  budget  has  enabled 
Prosthetic  Services  to  provide  devices 
without  long  delays  that  were  common 
in  recent  years.  New  prosthetics  ser- 
vices have  been  established  at  19  sites 
and  VA  has  plans  to  have  services  in 
all  VA  medical  centers  by  the  end  of 
FY  1993. 
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A 5  comprehensive  reform 
of  the  nation's  health 
care  system  unfolds,  VA  has 
an  obligation  to  continue  its 
mission  to  provide  care  to 
the  disabled. 


While  these  improvements  in 
prosthetics  services  are  laudable,  some 
purchasing  and  supply  problems 
demand  the  Under  Secretary  of 
Health's  attention.    Inappropriate 


funding  for  authorized  positions  has 
hampered  Prosthetics  Services,  like 
other  VA  services.  Vacancies  prevail 
throughout  the  system,  because  VA 
leadership  cannot  find  the  resources  to 
support  the  positions.  Administrative 
positions  are  sacrificed  to  feed  the 
demand  for  clinical  FTEEs. 
Exacerbating  the  problems  in 
Prosthetic  Services  are  the  obfuscated 
reporting  mechanisms  used  to  process 
paperwork  for  acquisitions.  The  sys- 
tem currently  centers  on  invoices 
rather  than  obligated  expenditures. 
Reporting  systems  for  expenditures 
and  activities  are  not  interactive. 
Relying  on  invoices  to  acquire  pur- 
chasing funds  causes  a  lag  between 
purchasing  and  fund  availability, 
delaying  veterans'  access  to  the  pros- 
thetics and  sensory  aids  they  need. 

VA  established  the  Contracting 
Officer  Certification  Program  (COCP) 
to  train,  test,  and  certify  P&SAS  staff 
to  purchase  prosthetic  devices,  to 
reduce  delayed  orders.  Most  chiefs  of 
acquisition  and  material  management 
have  cooperated  in  training,  testing, 
and  warranting  Prosthetics  Services 
personnel.  The  IBVSOs  are  con- 
cerned, however,  about  the  number  of 
facilities  that  have  not  enthusiastically 
implemented  the  certification  pro- 
gram. The  IBVSOs  call  on  VHA  lead- 
ership to  follow  through  on  the 
Prosthetics  Improvement  Implemen- 
tation Plan,  particularly  those  elements 
intended  to  expedite  purchasing. 

Recommendation:  Fully  imple- 
ment the  Prosthetics  Improvement 
Implementation  Plan,  particularly 
those  elements  intended  to  expedite 
purchasing. 

Cost:  No  additional  funding 
requested. 


Programs  for  Veterans  with 
Spinal  Cord  Dysfunction 

Spinal  cord  injury  (SCI)  is  an  example 
of  catastrophic  illness  that  requires  not 
only  multi-specialty  medical  care,  but 
social  and  economic  resources  as  well. 
For  more  than  four  decades.  VA, 
which  created  SCI  treatment  centers 
following  World  War  II,  has  been  at 
the  vanguard  of  providing  life-saving 
and  life-sustaining  treatment  to  people 
with  spinal  cord  injuries. 

VA's  reputation  for  high  quality 
SCI  services  is  now  in  jeopardy.  The 
past  ten  years  have  seen  progressive 
erosion  of  VA  health  care  in  general 
and  a  lessening  of  VHA's  commit- 
ment to  spinal  cord  injury  services  in 
particular.  SCI  centers  are  caught  in 
that  same  degenerating  spiral  of 
annual  budget  shortfalls  that  erodes 
the  entire  VA  health  care  system. 
Their  rejuvenation  depends  on  dol- 
lars. Only  adequate  incentive  pay 
will  attract  and  hold  SCl-qualified 
physicians  and  nurses. 

VA  is  now  developing  ambulatory 
SCI  programs  for  supportive  treat- 
ment of  patients  in  satellite  clinics. 
The  IBVSOs  strongly  recommend 
that  VA  continue  to  organize  these 
outpatient  facilities  under  the  chiefs 
of  regional  SCI  referral  centers. 
Parent  centers  should  train  and  super- 
vise satellite  clinics'  professional 
staff  and  monitor  SCI  patient  care. 
In-service  SCI  training  for  clinic  per- 
sonnel is  necessary  for  successful 
satellite  SCI  program  development. 

Many  veterans  with  spinal  cord 
injuries  receive  care  at  VA  hospitals 
without  SCI  centers.  At  a  minimum, 
these  hospitals'  personnel  must  have 
special  training  to  care  for  paralyzed 
patients  safely.  VHA  should  continu- 
ously rotate  trainees  through  its  SCI 
centers,  to  expand  its  cadre  of  SCI- 
qualified  physicians,  nurses,  and  thera- 
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pists.  VHA  should  provide  special 
pay  incentives  for  nurses  and  thera- 
pists who  successfully  complete  these 
training  programs. 

Veterans  who  become  paralyzed 
through  disease  rather  than  injury 
should  have  access  to  SCI  centers. 
The  care  these  people  require  is  essen- 
tially the  same  as  that  which  veterans 
paralyzed  by  traumatic  injury  require. 

Progress  in  the  ongoing  care  of 
people  with  spinal  cord  injuries  and 
diseases  has  increased  their  life 
expectancies  to  nearly  what  they 
would  have  been  had  these  individu- 
als not  become  paralyzed.  As  a 
result,  there  is  a  need  for  studies  in 
geriatric  SCI  care.  VHA  should  des- 
ignate  a  geriatric  research,  education, 
and  clinical  center  (GRECC)  to  focus 
specifically  on  the  needs  of  older 
paralyzed  people. 

Recommendation:  VHA  should 
expand  SCI  training  programs  and 
provide  special  incentives  for  SCI- 
qualified  nurses  and  therapists.  VHA 
should  designate  an  SCI  GRECC. 

Cost:  Included  in  dollars 
requested  for  the  development  of 
GRECC  programs. 

Blinded  Veterans'  Programs 

VA  has  pioneered  comprehensive  resi- 
dential blind  rehabilitation,  establish- 
ing a  tradition  of  excellence  that  has 
served  as  a  model  worldwide.  Until 
recently,  resource  withdrawals  com- 
promised this  reputation.  The  central- 
ized funding  mechanism  Congress  cre- 
ated, however,  has  helped  VA  staff 
restore  the  integrity  of  VA's  blind 
rehabilitation  programs.  This 
Congressional  effort  created  a  pro- 
gram that  more  equitably  distributes 
"high-tech"  equipment  and  other  fun- 
damental program  resources. 

Still,  the  aging  veteran  population 
has  created  a  backlog  of  applicants  for 
admission  to  rehabilitation  programs. 


VA's  eight  blind  rehabilitation  pro- 
grams, five  blind  rehabilitation  cen- 
ters, and  three  blind  rehabilitation  clin- 
ics can  treat  866  veterans  annually. 
VA  will  activate  one  more  new  blind 
rehabilitation  center  in  FY  1993. 
which  will  add  34  beds  to  its  capacity. 
As  of  March.  1992,  VA  counted  1,224 
applicants  (almost  twice  the  number  of 
veterans  that  VA  can  treat  in  a  year) 
on  waiting  lists.  Lack  of  staff  seems 
to  impede  blind  rehabilitation  pro- 
grams' ability  to  expand  capacity. 

To  meet  current  demands.  VA 
must  also  expand  outpatient  care  to 
eligible  blinded  veterans.  VA  pio- 
neered the  Visual  Impairment 
Services  Team  (VIST),  an  innovative 
and  effective  program.  Ninety-eight 
VA  medical  centers  currently  have 
these  teams,  but  only  62  have  a  full- 
time  coordinator.  Experience  indi- 
cates that  any  team  with  more  than 
100  blind  veterans  on  its  rolls  should 
have  a  full-time  coordinator  A  fully 
capable  VIST  is  the  most  effective 
means  of  identifying  veterans  who 
need  blind  rehabilitation  training  to 
live  independently  and  avoid  medical 
complications.  The  absence  of  inde- 
pendent living  skills  often  results  in 
greater  dependence  on  VA.  including 
acute  hospital  admission  or  nursing 
home  placement. 

When  planning  lor  the  full  impact 
of  the  aging  veteran  population,  VA 
must  consider  blindness  and  its  poten- 
tial effect  on  veterans'  lives.  A  con- 
servative estimate  of  the  current  blind 
veteran  population  is  approximately 
65.000.  During  the  next  20  years,  that 
number  will  approach  X0.000.  The 
incidence  of  blindness  increases  dra- 
matically with  age.  Among  chronic 
disabilities  of  the  aged,  blindness  is 
the  third  leading  cause  of  dependency. 

Blind  rehabilitation  is  a  special 
program  in  which  VA  has  excelled 
beyond  anything  offered  in  the  private 
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medical  sector.  And  blind  rehabilita- 
tion is  not  likely  to  be  included  as  a 
basic  health  benefit  under  any  future 
reformation  of  the  nation's  health  care 
system.  Consequently.  VA  must  plan 
to  meet  this  need. 

Recommendation:  Continue 
funding  rehabilitation  of  blinded  veter- 
ans through  a  centralized  account. 
Add  FTEEs.  to  reduce  wailing  times  at 
centers  with  extensive  waiting  times. 

Cost:  $5  million 


V'A  is  the  nation's  single 
largest  medical 
professional  producer. 

■  Education  and  Training 

Education  of  health  professionals  is 
one  of  the  Department  of  Veterans 
Affairs'  four  Congressionally  mandat- 
ed missions.  The  magnitude  of  that 
educational  activity  makes  VA  the 
nation's  single  largest  medical  profes- 
sional producer.  At  any  given  time, 
the  VA  system  is  training  more  than 
100.000  students,  in  affiliation  with 
almost  all  of  the  country's  medical 
schools,  all  schools  of  dentistry,  and 
many  nursing  and  allied  health 
schools.  Most  of  these  graduates 
enter  the  private  medical  sector. 

The  Independent  Budget  authors 
place  great  importance  on  the  contin- 
ued integrity  of  these  affiliations. 
Residents  rotate  each  year  through 
more  than  30.000  unfunded  positions 
and  approximately  8.500  VA-funded 
resident  positions  for  specialty  educa- 
tion. Conversely.  VA  medical  cen- 
ters, particularly  the  large  tertiary  care 
facilities,  depend  heavily  on  resident 
physicians  for  patient  care.  These 
affiliations  have  never  meant  more  to 
VA  than  they  do  today.  Not  only  do 
they  positively  influence  medical  care 
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quality,  but  through  the  years  they 
have  been  VHA's  chief  source  of  pro- 
fessional staff.  With  annual  cuts  in 
Medicare's  direct  and  indirect  hospital 
education  funding,  medical  school 
affiliates  depend  more  than  ever  upon 
VA  graduate  training  programs. 

RESIDENT  TRAINING 
PROGRAMS 

In  1991,  the  Accreditation  Council  on 
Graduate  Medical  Education 
(ACGME)  significantly  upgraded 
quality  standards  governing  residents' 
education  and  their  care  for  patients. 
Altered  criteria  for  Graduate  Medical 
Education  Program  accreditation  calls 
for  better  supervision  and  shorter 
duty  hours  for  residents. 
Consequently.  ACGME  now  requires 
more  supervisors,  greater  ancillary 
support,  and  augmented  emergency 
room  staffing.  VA.  as  a  result,  must 
provide  more  resources  to  meet  these 
criteria  The  IBVSOs  commend  VA 
for  adhering  to  these  criteria  voluntar- 
ily. The  implementation  will  require 
1.000  additional  FTEEs  by  FY  1995. 
as  the  FTEEs  added  in  FY  1994 
enhance  resident  supervision. 

Recommendation:  Provide  funds 
to  support  approximately  1.000 
FTEEs. 

Cost    $100  million 

RESIDENCIES  AND 

FELLOWSHIPS  IN  HIGH 
DEMAND  SPECIALTIES 

As  noted  above.  VA  continues  to  need 
certain  physician  specialists  and  asso- 
ciated professional  personnel.  Both 
VHA  and  the  Independent  Budget 
have  repeatedly  requested  increased 
funding  for  this  critical  purpose  to  no 
avail.  The  Independent  Budget  does 
so  again  this  year,  for  physician  gradu- 
ate training  in  ambulatory  care,  sub- 
stance abuse,  geriatrics  and  post-trau- 
matic    stress    disorder,    and     for 


additional  associate  health  fellowships 
for  nurses,  psychologists,  physician 
assistants,  physiotherapists,  laboratory 
technologists,  social  workers,  and 
audiology  and  speech  therapists. 

VA's  record  and  continued  ability 
in  providing  graduate  medical  educa- 
tion in  geriatric  medicine  are  worthy 
of  special  note.  In  response  to  a 
growing  need  within  the  system.  VA. 
independent  of  medical  school  affilia- 
tions, initiated  post-graduate  fellow- 
ship training  in  geriatrics  in  the  late 
1970s.  Through  such  organized 
efforts.  VA  has  since  expanded  both 
gerontology  knowledge  and  the  pool 
of  personnel  trained  to  care  for  older 
patients.  The  output  has  also  been  an 
important  resource  for  the  larger 
health  care  community.  As  demand 
for  training  grew,  many  affiliated 
medical  schools  introduced  geriatrics 
courses  in  their  curricula  and  joined 
VA  to  acquire  board  certification  for 
the  subspecialty  of  geriatric  medicine. 
As  a  result,  the  private  medical  sector 
initiated  residency  programs  and  VA 
converted  its  geriatric  fellowships  to 
residency  programs. 


?e  demand  (or  geriatric 
services  and  VHA's 
requirement  \or  geriatricians 
will  grow  as  the  veteran 
population  ages. 


The  demand  for  geriatric  services 
and  VHA's  requirement  for  geriatri- 
cians will  grow  as  the  veteran  popula- 
tion ages.  Veterans'  median  age  will 
peak  during  the  late  1990s,  when  two- 
thirds  of  all  American  men  older  than 
65  will  be  veterans.  Just  as  VA  began 
to  lead  the  nation  a  decade  ago  in 
training  health  care  professionals  in 


geriatrics.  VHA  now  leads  the  nation 
in  innovative  approaches  for  incorpo- 
rating quality  ambulatory  care  educa- 
tion into  medical  residency  training. 
Expansion  of  VA's  ability  to  provide 
education  in  areas  such  as  ambulatory 
and  primary  care  will  allow  VA  to 
respond  to  the  growing  need  for  gen- 
eralist  physicians  and  associated 
health  specialists 

Recommendation:  Provide  funds 
to  support  160  FTEEs  for  residencies 
in  high-demand  specialties. 

Cost:  $10  million 

THE  TUITION 
REIMBURSEMENT  PROGRAM 

VA  has  a  history  of  providing  educa- 
tional opportunities  for  VA  staff  that 
enhances  their  ability  to  provide  care 
to  veteran  patients.  VA  has  success- 
fully implemented  educational  tuition 
assistance  programs  in  nursing  and 
other  clinical  disciplines  that  assisi 
employees  in  the  pursuit  of  academic 
degrees  m  hard-to-fill  areas.  Many 
employees  that  have  achieved  academ- 
ic credentials  with  the  assistance  of 
these  programs  have  been  successfully 
retained  as  loyal  VA  employees.  The 
existence  of  these  programs  has  been  a 
positive  recruitment  tool.  We  urge 
expanded  funding  for  employee  tuition 
assistance  programs  for  an  additional 
1 .500  employees. 

Recommendation  Provide  fund- 
ing for  nursing  and  other  clinical  per- 
sonnel tuition  reimbursement. 

Cost:  $3  million 

SATELLITE  TV 
PROGRAMMING 

VHA  increasingly  uses  their  television 
network  to  provide  field  facilities  with 
satellite  television  broadcasting  on 
continuing  education  and  management 
topics  io  approximately  50.000 
employees  annually.  This  live  televi- 
sion programming  uses  a  mix  of  in- 
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house  and  contracted  components. 
The  IBVSOs  support  expansion  of 
VHA's  capacity  to  use  satellite  TV 
programming  for  cost  effective  and 
timely  presentation  of  clinical  training 
and  management  messages. 

Recommendation;  Provide  fund- 
ing for  expanded  satellite  television 
programming,  requiring  15  FTEEs. 

Cost:  $2  million 

CAREER  FIELD  AND  SERVICE 
CHIEF  DEVELOPMENT 

Although  VA  needs  continued  funding 
to  ensure  the  professional  growth  of 
senior  administrative  and  clinical 
chiefs.  Congress  denied  the  FY  1992 
request  for  specific  funding.  The 
Independent  Budget  repeats,  as  high 
priority,  a  request  of  $10  million, 
which  will  provide  20.000  units  of 
training. 

Recommendation:  Provide 
20.000  units  of  training  for  service 
chiefs. 

Cost:  $10  million 

AIDS  RELATED  TRAINING 

VHA  must  continuously  train  health 
professionals  who  work  with  AIDS- 
infected  veterans.  This  training  gives 
caregivers  the  knowledge  they  need 
to  properly  manage  this  special  class 
of  patient  and  avoid  contracting  this 
fatal  disease. 

Recommendation  Provide  fund- 
ing for  AIDS  related  training. 

Cost.   S3  million 

■  Decentralized  Hospital 
Computer  Program 

Automated  information  systems  pro- 
vide indispensable  support  for  delivery 
of  quality  care  to  veterans.  The 
Decentralized  Hospital  Computer 
Program  (DHCP)  has  automated  sev- 
eral hospital  system  processes  and  has 
enhanced  the  quality  of  patient  care. 


improved  communication  between 
hospital  wards  and  clinical  services, 
and  increased  staff  productivity. 


All  Decentralized 
Hospital  Computer 
Program  applications  should 
be  available  in  all  VA 
medical  centers. 


The  development  of  DHCP  has 
been  a  great  success.  The  user- 
designed,  modular  approach  has  har- 
nessed the  energies  of  dedicated  and 
innovative  staff  throughout  VA.  The 
basic  system  has  proven  its  flexibility 
and  durability  over  several  years.  The 
specific  application  modules  are  on-line 
or  well  specified  in  prototypes. 
Congress  should  support  the  dedicated 
staff  in  Central  Office  and  in  the  field 
who  rightly  recognize  that  VHA  cannot 
perform  its  missions  unless  all  facilities 
have  DHCP  functions  and  VA  is  com- 
mitted to  constantly  improving  its  infor- 
mation processing  systems. 

Recommendation:  VA  should 
expand  DHCP  development  and  main- 
tenance staff  in  all  VA  medical  cen- 
ters. All  DHCP  applications  should  be 
available  in  all  VA  medical  centers. 
Cost:  $20  million 


■  Pharmacy  Initiatives 

In  FY  1990.  VA  spent  more  than  $650 
million  on  drug  procurement  and  dis 
pensmg.  VA's  229  pharmacies  filled 
more  than  58  million  prescriptions  on 
an  outpatient  basis  for  veterans.  VA 
mailed  about  34  million  of  these  pre- 
scriptions, and  veterans  picked  up  the 
rest  at  the  pharmacies 

A  recent  GAO  reporl  states  that 
VA  could  save  as  much  as  $34  million 


annually  by  reducing  the  number  of 
mail  service  pharmacies  and  modern- 
izing them  by  using  available  equip- 
ment. The  office  of  VA's  Chief  of 
Pharmacy  is  aware  that  mail-order 
pharmacies  play  an  increasingly 
important  role  in  slowing  the  growth 
of  the  nation's  health  care  costs.  It 
recognizes  that  the  economies  of  scale 
that  give  these  businesses  advantages 
in  the  private  sector  apply  to  VA  oper- 
ations as  well.  The  Independent 
Budget  supports  VHA's  plan  to  con- 
solidate its  pharmacies. 

Pharmaceutical  unit  dose  dispens- 
es individually  packaged  drugs  to 
patients  by  single  dosage,  rather  than 
by  multiple  dosages.  This  type  of 
packaging  avoids  waste,  enhances 
VA's  ability  to  account  for  its  drug 
inventory,  and  enhances  patient  treat- 
ment. After  FY  1993.  eight  VA  med- 
ical centers  must  still  convert  to  unit 
dose  dispensation. 

Recommendation:    In  FY   1994. 
the  eight  centers  not  yet  converted 
should  receive  funding  to  implement 
the  unit  dose  program. 
Cost:  $8  million 


Funding  to  eliminate  the 
equipment  backlog  is 
one  of  VA's  most  critical 
needs. 


■  Funding  to  Retire  the 
Equipment  Backlog 

Funding  to  eliminate  the  equipment 
backlog  is  one  of  VA's  most  critical 
needs.  VA  currently  estimates  the 
backlog  at  about  $1  billion,  which  is 
consistent  with  the  Independent 
Budget  estimate  VA  has  pledged  to 
fund  retirement  of  this  backlog. 
through  a  10-percent  annual  reduction 
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of  the  backlog  it  estimates  for  replace- 
ment equipment  at  year's  end 
Congress's  inconsistent  and  inade- 
quate "add-ons"  to  reduce  the  backlog, 
however,  do  not  begin  to  address  fully 
VA  needs. 

The  Independent  Budget  address- 
es equipment  funding  in  several 
places,  reflecting  VA's  own  budgeting 
practices.  Recommendations  lor  the 
Facility  Activations  account  include 
funding  for  "new"  capital  equipment, 
for  example.  The  IBVSOs.  however, 
recommend  eliminating  the  equipment 
backing  through  a  funding  initiative. 
We  suggest  an  annual  increment  to 
retire  the  billion-dollar  backlog  within 
five  years 

Recommendation  Retire  the 
equipment  backlog  within  the  next 
five  fiscal  years. 

Cost:  Add  $200  million  in  each 
fiscal  year,  lor  FY  1994  through  FY 
I99X. 

■  Funding  to  Retire  the 
Non-Recurring 
Maintenance  Backlog 

The  non-recurring  maintenance  and 
repair  backlog  now  stands  at  approxi- 
mately SSOO  million,  according  to  VA. 
This  backlog  reduces  VA  hospital 
directors'  ability  to  maintain  Us  physi- 
cal plant  This  inability  to  make 
repairs  and  perform  maintenance 
activities  has  ramifications  lor  patient 
salety  and  quality  ol  care.  It  also  pro- 
motes a  negative  image  of  VA. 
Incidents  such  as  patients  being 
trapped  in  broken  elevators,  a  dilapi- 
dated physical  plant,  and  failure  to 
meet  JCAIIO  safely  standards  are  leg- 
end at  VA  medical  centers,  counteract- 
ing all  of  the  system's  positive  out- 
comes. VA  must  maintain  its  plant  or 
risk  patients'  safety,  staff  morale,  and 
the  system's  image 

VHA  plans  to  fund  non-recurring 


maintenance  for  a  5-percent  reduction 
in  the  backlog  annually.  The 
Independent  Budget  authors  suggest 
an  annual  increment  to  retire  the  bil- 
lion-dollar backlog  within  four  years. 
This  amounts  to  $200  million  in  each 
fiscal  year,  lor  FYs  1494  through  FY 
1997. 

Ret  ommendation.  Retire  the  non- 
recurring maintenance  backlog  within 
the  next  four  fiscal  years. 

(.  ost  $200  million  in  each  fiscal 
year,  for  FYs  1994  through  FY  1997 


Medical  and 
Prosthetic  Research 

The  VA  research  program  is  essen- 
tial to  the  veterans'  health  care 
s\stem  The  triad  of  clinical  care, 
research  and  education  is  universally 
regarded  as  the  model  that  provides 
the  highest  quality  medical  care.  Yet. 
appropriation  and  budget  decisions 
have  not  demonstrated  a  recognition  of 
the  importance  of  maintaining  a  vital 
research  program. 


V'A  research  constitutes 
one  of  the  Depart- 
ment's most  distinguished 
chapters. 

Historically.  VA  research  consti- 
tutes one  ot  the  Department's  most 
distinguished  chapters.  The  value  ot 
VA  researchers'  contributions  to  med- 
ical knowledge  and  its  enhancement  of 
\mericans'  lives  returns  man\  times 
over  the  dollars  invested  in  research. 
VA  research  is  responsible  lor  the  fol- 
lowing advances  in  medical  diagnos- 
tics, therapeutics,  and  prosthetics: 

•  the  development  of  the  cardiac 
pacemaker  and  the  nuclear-pow- 
ered cardiac  pacemaker. 

the  first  hver  transplant 

the  development  ol  radio-immune 
assay  techniques  (  Nobel  Pn/el 

clinical  trials  pioneering  the  use  of 
pharmaceuticals  for  treating  tuber 
culosis  and  hypertension:  the  oral 
treatment  of  diabetes:  psychotrop- 
ic drugs  for  the  treatment  of  schiz- 
ophrenia: and  lithium  carbonate 
for  the  treatment  of  mania. 


211 


110 


MEDICAL  PROGRAMS 


the  self-supporting  suction  socket 
for  artificial  legs. 

the  smart  wheelchair. 

the  first  robotic  limbs. 

the  laser  cane  for  the  blind. 

the  Seattle  foot  prosthesis. 

nuclear  medicine  isotopes  and  the 
specialty  of  nuclear  medicine. 

the  discovery  of  peptides  manu- 
factured in  the  hypophysis  that 
control  body  functions  (Nobel 
Prize). 

the  discovery  of  carcinogenic 
viruses. 

VA  has  contributed  to  scientific 
knowledge  of  AIDS,  aging,  alcohol 
and  drug  dependency,  brain  and  spinal 
cord  injuries,  nerve  regeneration,  heart 
disease,  post-traumatic  stress  disorder, 
and  schizophrenia,  areas  that  relate 
directly  to  the  special  health  problems 
of  veterans. 

Two  VA  researchers  are  Nobel 
Laureates,  and  the  late  Dr.  William 
Oldendorf,  an  internationally  recog- 
nized neuroscientisl,  won  the  1975 
Lasker  Award  for  his  work  in  develop- 
ing computerized  axial  tomography 
(CAT  scans)  and  magnetic  resonance 
imaging  (MRI).  Dr.  Oldendorf's  work 
in  non-invasive  diagnosis  and  his 
study  of  cerebral  circulation  dramati- 
cally advanced  understanding  of  the 
brain  and  other  organs.  The  authors  of 
the  Independent  Budget  regret  the 
recent  passing  of  this  great  scientist. 

The  prolific  yield  of  VA  research 
has  served  veterans'  health  care  needs 
and  benefited  all  Americans. 
Furthermore,  research  is  essential  to 
VA's  academic  commitment  to  its 
affiliated  medical  schools  and  a  strong 
incentive  for  recruiting  and  retaining 
high-caliber  professional  staff.    VA's 


Career  Development  Program,  which 
trains  physicians,  scientists,  and  med- 
ical researchers,  is  a  national  resource. 
Of  its  trainees,  37  percent  have 
remained  in  VA  careers,  and  20  per- 
cent have  entered  academic  research. 


A  funding  crisis  ihat  has 
been  building  for  more 
than  a  decade  imperifs  the 
biomedical  component  and 
endangers  both  the  health 

services  and  the 

rehabilitation  components  of 

VA's  research  program. 


In  FY  1970,  the  VA  research  bud- 
get equaled  3.5  percent  of  the  Medical 
Care  appropriation.  In  FY  1987,  that 
proportion  was  down  to  2.2  percent. 
In  FY  1992.  the  research  budget  repre- 
sented just  1 .5  percent  of  the  Medical 
Care  budget,  and  the  program  entered 
a  critical  juncture.  In  FY  1993,  budget 
constraints  forced  a  25-percent  reduc- 
tion in  the  number  of  research  pro- 
jects, and  funding  for  all  new  pro- 
grams was  canceled.  A  funding  crisis 
that  has  been  building  for  more  than  a 
decade  imperils  the  biomedical  com- 
ponent and  endangers  both  the  health 
services  and  the  rehabilitation  compo- 
nents of  VA's  research  program. 

The  VA  research  program's 
decline  threatens  to  lower  staff  quality 
and  morale  and,  ultimately,  the  effec- 
tiveness of  VA  graduate  medical  edu- 


VA  MEDICAL  AND 

PROSTHETIC  RESEARCH  APPROPRIATIONS  IN 

ACTUAL  AND  CONSTANT  DOLLARS 

FYs  1984-1993 


1984  1985  1986  1987  1988.  1989  1990  1991  1992  1993 
FISCAL  YEAR 


Source:  Department  of  Veterans  Affairs  and  Department  of  Health  and  Human 
Services 
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cation,  which  sustains  quality  medical 
care.  Years  of  absorbing  pay  raises, 
inflation,  and  OMB-imposed  funding 
cuts  to  accommodate  theoretical  pro- 
ductivity increases  have  eroded  VA"s 
research  resource  base,  as  they  have 
damaged  Medical  Care  resources. 

For  the  past  six  years,  funding  has 
been  inconsistent,  due  to  episodic, 
arbitrary  OMB  cuts.  Although  in  most 
years  Congress  appropriates  a  little 
more  than  the  Administration  request- 
ed, resource  and  personnel  fluctuations 
have  been  dramatic  and  disruptive  to 
research  programs.  Even  though  fund- 
ing in  actual  dollars  has  increased. 
Chart  10  shows  that  over  the  years 
their  purchasing  power  has  dimin- 
ished. Most  research  projects  require 
years  for  completion  and  are  funded 
with  commitments  for  three  years  or 
longer.  Research  teams  need  stability. 
Erratic  funding  impairs  research  more 
than  a  simple  examination  of  resource 
fluctuations  indicates. 


V'As  nationwide  network 
of  hospitals  provides  a 
singular  opportunity  for 
large-scale  clinical  trials. 

Two  faulty  arguments  have  been 
used  to  rationalize  underfunding  VA 
research  programs: 

1)  that  federal  research  dollars  can 
be  better  spent  by  the  National 
Institutes  of  Health  (NIH):  and 

2)  that  VA  research  can  be  well  sup- 
ported by  non-appropriated  funds. 

The  kinds  of  investigations  conduct- 
ed by  VA  researchers  do  not  duplicate 
those  administered  by  NIH.  VA  research 
is  clinically  informed  and  derived  direct- 
ly from  the  health  problems  of  veterans. 


MEDICAL  AND  PROSTHETIC 
RESEARCH  INDEPENDENT  BUDGET 
RECOMMENDED  APPROPRIATION 


TOTAL 5303,120,000 

Payroll  Related  Increases 

Retirement  Programs 951,132 

Annualizotion  of  1 993  Pay  Raise 1,725,568 

Annualization  of  1993  Federal  Employee  Health  Benefit  Program 120,661 

Pay  Raise  1994 6,140,000 

Federal  Employee  Health  Benefit  Program  1994 356,500 

Within  Grade  Pay  1994  813,465 

Inflation 4,604,461 

TOTAL $317,832,000 

Aging  Initiatives 5,000,000 

Women's  Issues 4,000,000 

Spinal  Cord  Medicine 1,000,000 

Health  Services  Research 10,000,000 

TOTAL $337,832,000 


While  only  25  percent  of  NIH-funded 
researchers  are  clinicians,  more  than  80 
percent  of  VA  researchers  see  VA 
patients  on  a  daily  basis.  VA's  nation- 
wide network  of  hospitals,  its  relative- 
ly uniform  patient  population,  and  its 
uniform  database  provide  a  singular 
opportunity  for  large-scale  clinical  tri- 
als. No  other  institution  can  link  stud- 
ies across  so  many  hospitals  and  facili- 
ties or  follow  patients  through 
extended  treatments  in  various  of 
modes  and  locations  of  care. 

Centralized  management  pro- 
vides mechanisms  for  collaborative 
research  at  all  levels.  Neuro-rehabil- 
itation  and  rehabilitation  of  aging 
patients  and  those  with  heart  disease 
or  mental  illness  are  therapeutic  chal- 
lenges that  require  the  combined 


resources  of  biomedical,  health  ser- 
vices, and  rehabilitation  research  pro- 
grams. VA  provides  investigators  in 
these  broad  areas  and  the  necessary 
organization  for  collaboration. 

The  high  quality  of  veterans'  care 
depends  on  the  inquiring  academic 
atmosphere  the  VA  research  program 
generates.  Research  opportunities  in 
VA  strengthen  the  affiliations  with 
medical  schools  and  other  health  pro- 
fessional training  institutions  that  are 
so  important  to  quality  care.  Strong 
affiliations  and  strong  research  pro- 
grams are  essential  to  recruit  and 
retain  the  high  quality  physicians  who 
staff  VA  hospitals.  VA  research  in 
VA  facilities  contributes  to  veterans 
health  care  both  directly,  through 
improvements  to  diagnosis  and  treat- 
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ment  methods,  and  indirectly,  because 
many  physicians  who  make  the  diag- 
noses and  prescribe  the  treatments 
would  not  be  with  VA  it  it  did  not 
have  a  strong  research  program. 

Some  have  cited  the  availability 
of  extramural  dollars  for  research  as 
evidence  that  VA  research  is  well  sup- 
ported and  can  "get  by"  with  minimal 
appropriated  funding.  In  fact.  non-VA 
entities'  inclinations  to  fund  VA 
research  depend  on  the  vitality  and 
continuity  they  perceive  in  VA  pro- 
grams. Appropriations  act  as  "seed 
money".  The  extramural  funding  will 
not  be  available  in  the  future  if  inade- 
quate budgets  erode  VA's  research 
programs.  Congress  should  not  regard 
outside  funding  as  a  substitute  for 
appropriations,  but  rather  as  "lever- 
aged" dollars  that  multiply  the  effec- 
tiveness of  taxpayers'  money. 

VA  funding  for  medical  research 
offers  high-quality  physicians  a  pow- 
erful incentive  to  make  strong  clinical 
commitments  to  VA  medical  centers. 
To  be  eligible  for  this  intramural  fund- 
ing, a  physician  must  be  employed  at 
least  5/8  time,  thus  assuring  a  clinical 
orientation.  VA  physicians  do  not 
need  to  make  such  commitments  to 
compete  for  extramural  funding  from 
non-VA  sources,  such  as  National 
Institutes  of  Health.  National  Science 
Foundation,  non-profit  foundations,  or 
drug  companies. 

While  many  physicians  obtain 
outside  money,  this  does  not  offset 
VA  funding.  In  fact,  in  the  absence 
of  an  adequate  VA  budget,  extramural 
funding  competes  with,  rather  than 
supplements,  VA  incentives  for  clini- 
cian investigators.  There  is  evidence 
that,  as  VA  funding  for  approved 
merit  review  projects  has  decreased. 
VA  clinicians  have  shifted  their  extra- 
mural research  focus  and  commit 
ments  to  affiliated  medical  schools. 


In  FY  1986.  64  percent  of  VA-funded 
researchers  who  had  additional  fund- 
ing from  NIH  conducted  their  NIH 
research  in  VA  medical  centers  B) 
FY  199(1.  as  VA  funding  became 
increasingly  more  difficult  to  obtain, 
only  40  percent  of  VA  investigators 
with  NIH  grants  did  their  NIH 
research  in  VA  settings. 

Although  extramural  funding 
offers  advantages — for  example,  syn- 
ergism of  research  projects,  economy 
of  operations,  and  sharing  of  facili- 
ties, equipment,  and  personnel — an} 
trend  toward  substantially  supplanti- 
ng VA  funds  with  extramural  funds 
will  shilt  research  activities  away 
from  VA  medical  centers.  To  main- 
tain the  academic  model  of  high- 
quality  care  that  results  from  the  triad 
of  clinical  care,  teaching  and 
research.  VA  must  maintain  suffi- 
cient research  opportunities  to  attract 
and  retain  excellent  physicians 

■  Recommendations 

In  1990.  VA  Secretary  Derwinski 
appointed  an  Advisory  Committee  on 
Health  Research  Policy  (ACHRP). 
consisting  of  nationally  prominent 
medical  research  authorities,  to  ana- 
lyze the  status  of  VA  research  struc- 
ture, activity,  and  potential  and  to  rec- 
ommend appropriate  funding.  The 
Committee  published  its  recommenda- 
tions in  January.  1991.  The  authors  of 
the  Independent  Budget  regard  the 
ACHRP  report  as  the  definitive  analy- 
sis of  VHA's  research  funding  require- 
ments. The  Independent  Budget  rec- 
ommendations for  funding  VA 
research  are  consistent  with  the 
ACHRP  findings. 

The  IBVSO's  research  budget  rec- 
ommendations are  shown  in  Table  18. 
The  Independent  Budget  recommends 
an  overall  research  appropriation  of 


$337  million  for  medical,  rehabilita- 
tion, and  health  services  research. 

VA  should  target  certain  high-pri- 
ority areas.  Geriatric  studies,  mental 
health,  women's  health  studies. 
AIDS  research,  and  spinal  cord 
injury  programs  are  particularly  rele- 
vant to  VA's  patients.  In  these  areas, 
VA  should  coordinate  biomedical 
research  with  rehabilitation  research 
and  health  services  research,  to 
improve  the  effectiveness  and  quality 
of  veterans'  care. 


Medical  Research 

Opportunities  to  pursue  answers  to 
medical  problems  have  never  been 
greater,  especially  in  molecular  bio- 
medicine.  The  techniques  of  this  sub- 
specialty apply  particularly  to  research 
in  brain  and  spinal  cord  trauma  and 
disease,  the  aging  phenomenon,  and 
malignancies.  The  Independent 
Budget  recommends  a  budget  of  $257 
million  for  biomedical,  clinical,  and 
prosthetics  research. 


Rehabilitation  Research 

Rehabilitation  research  applies 
advances  in  engineering,  computer  sci- 
ence and  materials  technologies  to  cre- 
ate new  devices  and  techniques  that 
help  severely  injured  veterans  main- 
tain their  independence  and  mobility. 
The  Independent  Budget  recommends 
a  budget  of  $35  million  for  rehabilita- 
tion research. 


Health  Services 
Research 

Health  Services  Research  is  directed 
toward  improving  the  VA  health  care 
delivery  system's  effectiveness  and 
efficiency.     It  includes  outcomes 
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research  and  the  evaluation  of  patient 
management  and  health  care  delivery 
systems. 

A  well  funded  health  services 
research  program  is  essential  to  VA  in 
the  critical  year  ahead.  It  is  the  health 
services  component  of  VA's  research 
program  that  will  provide  the  analysis 
to  support  the  restructuring  and  recon- 
figuration of  the  veterans'  health  care 
system  to  accommodate  anticipated 
changes  in  the  nation's  health  care 
delivery  and  financing  systems. 
National  health  care  reform  and 
reform  of  veterans'  entitlement  to 
health  care  services  specified  in  Title 
38.  U.S.C,  will  result  in  dramatic 
shifts  in  VA's  workload  and  case-mix. 
VA's  Health  Services  Research  and 
Development  Program  and  its 
Management  Decision  Resource 
Center  must  have  the  resources  neces- 
sary to  anticipate  and  guide  VHA's 
response  to  these  shifts. 

The  Independent  Budget  recom- 
mends a  budget  of  $45  million  for 
health  services  research. 


Medical 
Administration  and 

Miscellaneous 
Operating  Expenses 

The  Challenge 

The  Medical  Administration  and 
Miscellaneous  Operating  Expenses 
(MAMOE)  appropriation  supports 
VHA's  Washington,  DC  Central 
Office  staff.  Chart  1 1  shows  the  orga- 
nizational structure  of  Central  Office's 
leadership.  Starting  in  FY  1993.  the 
Office  of  Construction  Management 
was  developed  from  part  of  the  Office 
of  Facilities.  Central  Office  staff  man- 
age VA's  health  care  services,  such  as 
Hospital-Based  Services.  Ambulatory 
Care,  Dentistry,  Geriatrics  and 
Extended  Care.  Readjustment 
Counseling,  Environ-mental  Medicine 
and  Public  Health.  Rehabilitation  and 
Prosthetics,  and  Nursing  Programs 
under  the  Associate  Deputy  Chief 
Medical  Director  (Clinical  Programs). 

The  Office  of  the  Associate  Chief 
Medical  Director  for  Administration 
advises  the  Under  Secretary  for  Health 
on  administrative  policy.  It  also  over- 
sees Information  and  Resources 
Management,  the  Office  of  Health 
Care  Staff  Development  and 
Retention,  and  the  Medical  Care  Cost 
Recovery  Office. 

The  Office  of  External  Relations 
liaises  between  the  Under  Secretary 
for  Health  and  the  IBVSOs  and  over- 
sees the  offices  of  Sharing,  Emergency 
Medical  Preparedness,  and  Public 
Affairs  and  Legislative  Programs.  The 
Quality  Management  Program  super- 


vises the  system's  quality  assurance 
policies  and  procedures.  VA  is  heav- 
ily invested  in  implementing  its 
Blueprint  for  Quality,  a  comprehen- 
sive plan  to  assess  and  improve  qual- 
ity outcomes  in  the  VA  medical  care 
system.  Resource  Management  staff 
oversee  strategic  planning,  budget 
activities,  management  review  and 
evaluation  and  the  Facilities  Liaison 
Office. 

The  new  Office  of  Construction 
Management  consolidates  some  of  the 
former  functions  of  the  Office  of 
Facilities,  which  VA  reorganized  in 
FY  1993.  Some  FTEEs  were  allocated 
to  Medical  Care  and  General 
Administration  programs,  but  most 
FTEEs  (383)  transferred  to  MAMOE 
to  establish  the  Office  of  Construction 
Management  under  the  Associate 
Chief  Medical  Director  for 
Construction  Management.  MAMOE 
originally  requested  531  FTEEs  for 
FY  1993.  Congress's  appropriation 
for  MAMOE  funded.  834  FTEEs, 
including  the  383  FTEEs  transferred  to 
MAMOE  in  FY  1993.  Had  Congress 
fully  funded  VA's  requested  FTEE 
level,  the  MAMOE  account  would 
support  914  FTEEs.  Instead. 
MAMOE  had  to  absorb  the  cost  of  80 
additional  FTEEs. 

Unfortunately,  the  forced  absorp- 
tion of  the  Office  of  Facilities  reflects 
the  history  of  arbitrary  cuts  Congress 
has  visited  upon  MAMOE  since  the 
mid-1980s.  MAMOE  enjoyed  its 
highest  staffing  level  (875  FTEEs)  in 
FY  1984.  Between  FY  1984  and  FY 
1988,  the  MAMOE  staffing  level 
dropped  by  276  FTEEs.  FY  1984 
staffing  levels  included  some  vacated 
functions,  some  which  have  since  been 
relocated  to  other  VA  programs,  and 
some  that  may  have  been  duplicative. 
Some  staff  transferred  to  the  Office  of 
Facilities'  Facilities  Planning  Staff. 
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ORGANIZATIONAL  STRUCTURE  OF  THE 
VETERANS  HEALTH  ADMINISTRATION— CENTRAL  OFFICE 


Executive  Assistant 


Under  Secretory 
of  Health 


Deputy  Chief  Medical 
Director 


Associate  Chief 
Medical  Director  for 
Quality  Management 


Associate  Deputy 

Chief  Medical 

Director  (Clinical 

Programs) 


Associate  Chief 

Medical  Director  for 

Academic  Affairs 


Associate  Chief 

Medical  Director  for 

Research  and 

Development 


Deputy  Chief  Medical 

Director  for 

Administration  and 

Operations 


Associate  Chief 

Medical  Director  for 

Operations 


Associate  Chief 

Medical  Director  for 

Administration 


Associate  Chief 

Medical  Director  for 

Resource 

Management 


Associate  Chief 
Medical  Director  for 
External  Relations 


Associate  Chief 

Medical  Director  for 

Construction 

Management 


Medical  Inspector 


Paring  of  staff  has  forced  MAMOE  to 
eliminate  overlap,  redundancy,  and 
inefficiency  where  it  may  have  existed 
previously.  The  magnitude  of  the  stall 
cuts  which  Congress  has  levied,  how- 
ever, is  unwarranted. 


The  Independent  Budget  baseline 
equals  the  number  of  FTEEs  allocated 
to  MAMOE  in  FY  I9HX  after 
Congress  restored  the  Health 
Professional  Scholarship  Program 
(599  FTEEs)  to  the  account.    Until 


Congress  justifies  staff  reductions,  the 
Independent  Budget  will  continue  to 
recommend  funding  to  maintain  this 
stalling  level.  Funding  at  the  FY 
1988  level  will  allow  VA  to  restore 
some  quality   assurance  activities. 
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Congress  had  authorized  funding  for 
FTEEs  to  perform  quality  assurance 
activities,  but  VA  Central  Office 
used  the  funding  to  absorb  special 
pay  and  other  costs.  Funding  at  the 
FY  1988  level  will  also  allow  VA  to 
better  support  its  DOD  contingency 
mission  and  new  initiatives,  includ- 
ing AIDS  screening,  education,  and 
treatment  initiatives;  specialized 
post-traumatic  stress  disorder  train- 
ing; alternative  long-term  care 
options;  mobile  health  care;  the 
establishment  of  non-profit  research 
corporations;  contract  hospital  cost 
containment;  sharing  arrangements; 
and  programs  for  the  homeless. 

In  addition,  VA  Central  Office 
must  develop  a  planning  model 
which  takes  into  account  the  national 
health  care  delivery  system  and  VA 
entitlement  reforms.  It  must  further 
its  efforts  to  establish  management 
accountability  for  VHA  operations. 
Finally.  Central  Office  must  imple- 


ment a  more  effective  public  rela- 
tions program. 

Central  Office  is  experiencing  a 
crisis  in  manpower.  Since  budget  lim- 
its have  stripped  it  to  the  barest  of 
essential  staffing,  it  can  perform  only 
rudimentary  functions.  To  fulfill  other 
important  duties,  the  FY  1994 
Independent  Budget  recommends  that 
Congress  authorize  and  fund  the  FY 
1988  level  of  FTEEs  plus  those 
employees  transferred  from  the  Office 
of  Facilities  (383  FTEEs).  VA  Central 
Office  must  have  flexibility  in  reas- 
signing current  FTEEs  within 
MAMOE  offices.  Congress  should 
authorize  and  fund  a  total  of  982 
FTEEs  for  MAMOE,  but  VA  should 
be  allowed  to  reassign  positions 
allocated  to  the  Office  of 
Construction  Management  to  other 
MAMOE  functions. 

The  Independent  Budget  plan  for 
reforming  construction  protocols  with- 
in VA  offers  many  opportunities  for 


MEDICAL  ADMINISTRATION  AND 

MISCELLANEOUS  OPERATING  EXPENSES  (MAMOE) 

INDEPENDENT  BUDGET  RECOMMENDED  APPROPRIATION 


TOTAL S51.588.0OO 


Transfer  of  383  FTEEs  from  Office  of  Facilities 32,985.316 

Payroll  Related  Increases 

Retirement  Programs  173,776 

Annualization  of  1993  Pay  Raise  530,418 

Annualization  of  1 993  Federal  Employee  Health  Benefit  Program  34,842 

Pay  Raise  1994  2,186,958 

Federal  Employee  Health  Benefit  Program  1 994  1 02,944 

Inflation                                                      .1.182,000 


TOTAL $88,784,254 


TOTAL S88.784.254 


streamlining,  eliminating,  and  optimiz- 
ing functions  within  VA's  construc- 
tion program  (see  text  starting  page 
118).  In  concert  with  this  plan,  VA 
Central  Office  could  reassign  FTEEs, 
starting  with  100  FTEEs  from  the 
Construction  Management  Program,  to 
other  essential  MAMOE  functions. 
Changes  in  construction  protocol 
could  later  result  in  VA's  ability  to 
reduce  staff,  but  VA  currently  lacks 
the  experience  with  which  to  make 
these  decisions 

?e  forced  absorption  o\ 
the  Office  of  Facilities 
(effects  the  history  of 
arbitrary  cuts  Congress  has 
visited  upon  MAMOE. 

Recent  years'  MAMOE  personnel 
cuts  have  compromised  VHA's  ability 
to  properly  manage  the  headquarters 
of  an  operation  that  annually  spends 
more  than  $14  billion,  has  almost 
200,000  employees,  and  delivers 
health  care  service-,  at  more  than  400 
sites.  Past  Independent  Budgets  have 
recommended  that  VA  contract  a  pri- 
vate management  consultant  to  audit 
VA  Central  Office,  to  determine 
whether  its  current  austere  staffing  can 
meet  Central  Office's  responsibilities. 
With  the  Departments'  recent  reorga- 
nization, it  is  time  for  VHA  to  avail 
itself  of  this  type  of  external 
appraisal,  which  could  determine  a 
staffing  level  adequate  to  fulfill 
Central  Office's  responsibilities. 


Recommendations 

■  Current  Services 

MAMOE's  baseline  budget  is  the  FY 
1993  Independent  Budget  current  ser- 
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v  ices  level  of  S51 .6  million.  This 
baseline  covers  payroll  and  inflation 
costs,  which  VA  h.ul  to  absorb  in 
recent  yens 

The  FY  1994  Independent  Budget 
current  services  level  is  $88.7  million 
as  shown  in  Table  19.  I  he 
Independent  Budget  estimates  thai 
transferring  383  FTEEs  will  add  $33 
million  to  the  MAMOE  budget.  VA 
requires  another  S>4.2  million  in  FY 
1494  for  payroll-related  items— pri- 
marily foi  the  expected  4  "percent 
pa\  increase  effective  Januarj  I.  1994. 
Also.  MAMOE  needs  $1.2  million  to 
cover  inflation  of  non-personnel  costs. 
\gain,  Congress  must  fund  these  cost 
increases  fully,  to  forestall  further  staff 
cuts  and  facilitate  restoration  of 
Central  Office  Staff. 

■  Restore  Staffing  Levels 

In  FY  1988,  599  FTEEs  were  allocat- 
ed to  Central  Office.  In  FY  1993, 
Central  Office  employed  414  FTEEs. 
including  those  383  FTEEs  transferred 
from  the  Office  of  Facilities. 
Congress  only  funded  Central  Office 
for  834  FTEEs.  Central  Office's 
chronic  underfunding  and  its  resulting 
decimation  of  staffing  has  vet  to  he 
explained  to  the  satisfaction  of  the 
IBVSOs.  Until  Congress  can  rational 
ly  support  hudget  cuts  and  the  elimina- 
tion of  FTEEs.  the  IBVSOs  will  con- 
tinue to  call  for  the  restoration  of 
staffing  to  past  levels,  to  support 
essential  functions  of  management  and 
oversight. 


Health  Professionals 

Educational 
Assistance  Programs 

The  Health  Professionals 
Educational  Assistance  Program 
(formerly  the  Health  Professional 
Scholarship  program  I  has  served  as  a 
valuable  recruitment  and  retention  tool 
since  the  Moth  Congress  authorized  it. 
The  program  otters  grants  that  cover 
tuition  and  other  reasonable  education 
al  expenses  plus  a  monthly  stipend  to 
competitive,  career-oriented  nurses 
and  allied  health  professionals  finish 
ing  their  academic  training.  In 
exchange,  recipients  must  serve  al  a 
\  A  medical  tenter  experiencing  per- 
sonnel shortages  for  one  year  alter 
completing  their  schooling. 

Since  FY  1941.  the  Independent 
Budget  has  suggested  that  VA  use  its 
authority  under  P.L.  100-32  to  pro\  ide 
medical  school  scholarships  to  recruit 
physicians  and  scholarships  tor  allied 
professional  personnel.  Thus  far.  VA 
has  not  done  so.  Because  of  its  inabil- 
ity to  recruit  certain  specialists,  such 
as  radiologists  and  anesthesiologists. 
VA  resorts  to  expensive  contracts  with 
private  sectoi  physicians. 

Since  VA  physician  shortages 
seem  limited  to  certain  specialties,  a 
program  similar  to  the  military  med- 
ical services'  Financial  Assistance 
Program  (FAP)  could  augment  VA's 
recruiting  strategy.  As  part  of  the 
Armed  Forces  Health  Professional 
Scholarship  Program.  FAP  allows  the 
recruitment  of  civilian  physicians  m 
residency  or  fellowship  training  into 
the  inactive  Army.  Navy  or  Air  Force- 
Reserve,  with  a  deferred  active  duly 
obligation  Since  these  specialists  are 
advanced  in  then  chosen  specialty 


training.  FAP  provides  the  military 
services  with  specialists  much  sooner 
than  does  the  medical  student  scholar 
ship  program. 

Congress  should  fund  a  pilot  pro 
gram,  modeled  on  the  military's 
FAP,  to  recruit  specialists  into  VA 
health  care.  An  additional  $5  million 
could  initiate  tins  program  for  both 
medical  students  and  post-graduate 
medical  residents. 

The  IBVSOs  recommend  a 
$20.1  13.000  appropriation  lor  the 
Health  Professionals  Fducaiion.il 
Assistance  Programs 


Grants  to  the 

Republic  of  the 

Philippines 

These  grants  help  to  replace  and 
upgrade  medical  equipment  and 
rehabilitate  physical  plants  and  facili- 
ties. The  Veterans'  Memorial  Medical 
Center  al  Manila  provides  care  to  U.S. 
veterans.  It  is  now  39-years-old,  so 
replacement  and  rehabilitation  are 
major  needs.  The  IBVSOs  recom- 
mend the  usual  annual  grant  ol 
$500,000. 
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Overview 


Two  appropriations  fund  most  of 
VA's  construction  activities: 

1 )  Major  Construction,  which  finances 

projects  costing  $3  million  or 
more;  and 

2)  Minor  Construction,  which  pays  for 

smaller  projects  and  some  who 
plan  and  supervise  construction 
activities.  A  third,  smaller  appro- 
priation forms  the  Parking  Garage 
Revolving  Fund. 

As  of  FY  1994,  VA  will  fund  the 
Grants  for  State  Extended  Care 
Facilities  under  its  Construction 
Programs  accounts,  rather  than  among 
its  Medical  Programs  accounts. 
Within  all  four  construction  appropria- 
tions, most  funds  pay  for  Veterans 
Health  Administration  projects. 
Grants  for  Construction  of  State 
Veterans  Cemeteries,  formerly  within 
the  General  Operating  Expenses 
appropriation,  is  now  part  of  the 
Construction  Programs  appropriation. 


The  Challenge 

The  Facility 
Development  Planning 
Program 

VA  should  base  its  construction  pro- 
grams on  an  institutionalized  analysis 
of  its  national  construction  needs. 
However,  VA  has  not  developed  a 
process  to  determine  national  priori- 
ties. Neither  has  it  documented  each 
facility's  current  and  projected  needs. 

A  rational  process  that  accurately 
assesses  current  and  future  construc- 
tion requirements  in  order  of  urgency 
must  consider: 

•  Existing  structures'  maintenance 
and  repair  needs,  for  systems  such 
as  electrical,  mechanical  and 
plumbing,  and  fixed  equipment. 

•  Deficiencies  in  the  existing  archi- 
tectural space,  mechanical  sys- 
tems and  medical  equipment  that 
support  each  medical  center's  cur- 
rent activities. 

•  Projected  requirements  for  alter- 
ations of  the  architectural  space, 
mechanical  systems  and  medical 
equipment. 

VA  initiated  the  Facility  Development 
Planning  Program  (FDPP)  in  FY  1987 
to  identify  individual  medical  centers' 
current  and  projected  facility  needs. 
VA  maintains  that  facility  develop- 
ment plans  (FDPs)  provide  an  accurate 


system-wide  inventory.  The 
Independent  Budget's  assessment  of 
the  FDPP,  however,  does  not  show 
that  it  has  achieved  these  objectives, 
and  the  process  has  been  costly  and 
slow.  More  important,  this  approach 
does  not  seem  to  yield  accurate  data  in 
a  format  VA  can  analyze,  model  or 
update  as  the  system  and  the  veteran 
population  change. 


A  system-wide  facility 

i\   planning  process  is 

essential  to  support 

construction  funding  priorities. 

The  IBVSOs  recommend  thai  an 
outside  party  evaluate  FDPP  and  rec- 
ommend a  plan  to  implement  a  simple, 
efficient,  and  cost-effective  process. 
Such  a  process  should  more  quickly 
develop  and  update  basic  facility  data, 
independent  of  a  complete  facility 
master  plan.  It  should  profile  each  VA 
medical  center's  construction  needs 
and  reduce  the  cost  and  time  required 
to  develop  individual  FDP  programs. 
VA  management  should  eliminate 
expenditures  based  on  the  existing, 
flawed  FDPP.  Finally,  a  system-wide 
facility  planning  process  is  essential  to 
support  construction  funding  priorities. 

Once  VA  revises  FDPP  and 
implements  procedures  that  ensure 
accurate,  useful  data,  it  will  have  an 
inventory  of  current  and  projected 
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facility  needs.  Such  an  inventory  also 
will  help  local  areas  prepare  annual 
plans  to  support  FDPP.  VA  must  also 
base  construction  planning  on  a  nation- 
wide strategy  that  depends  on  a  more 
formal,  interactive  process.  Such  a 
strategy  will  help  justify  adequate  VA 
funding  to  the  Administration  and 
Congress  and  optimize  allocation  of 
construction  resources. 

The  absence  of  a  sound  basis  for 
establishing  national  construction  pri- 
orities is  but  one  of  the  major  deficien- 
cies in  VA  planning,  design,  and  con- 
struction that  several  Department- 
commissioned  studies  have  identified. 
The  studies  have  pointed  out  several 
other  major  deficiencies: 

•  Construction  projects  under  VA 
management  take  too  long  to  com- 
plete. The  typical  timeline  for 
major  construction,  from  design 
through  completion,  is  ten  years. 

Design  costs  are  often  excessive. 
partly  because  of  project  recycling 
due  to  changing  design  require- 
ments, which  often  result  from 
delays  and  postponements 

VA  should  again  review  the 
Booz'Allen  and  Hamilton  and  RTKL 
Associates  recommendations  to  cor- 
rect systemic  problems  in  the  offices 
overseeing  the  construction  program. 

The  Office  of  the 
Associate  Chief  Medical 
Director  for  Construction 
Management 

The  Office  of  Facilities  (O/Fi  has 
recently  undergone  another  major 
reorganization.  This  reorganization 
transfers  most  of  O/F  to  the  Veterans 
Health  Administration  (VHA) — most- 
ly to  the  Associate  Chief  Medical 
Director  for  Construction  Manage- 
ment.   The  FTEEs  now  in  the  Office 


of  Construction  Management  are  fund- 
ed through  the  Medical  Administration 
and  Miscellaneous  Operating 
Expenses  (MAMOE)  account.  This 
move,  which  more  closely  aligns 
Construction  Management  with  VHA 
strategic  planning  and  resource  plan- 
ning methodologies,  is  a  move  in  the 
right  direction.  The  IBVSOs.  howev- 
er, are  concerned  that  this  function 
remains  "top-heavy";  that  is.  Central 
Office  staff  has  too  many  supervisors 
and  personnel  involved  in  construction 
protocol. 

As  past  Independent  Budgets  have 
noted,  top-heavy  bureaucracy  has 
resulted  in  projects  that  take  too  long  to 
complete  and  are  not  cost-effective  in 
planning,  design,  construction,  or 
administration.  VA  probably  cannot 
bring  order  and  efficiency  to  its  con- 
struction process  unless  it  significantly 
reduces  the  number  of  Central  Office 
professional  staff  who  oversee  construc- 
tion activities  and  revises  its  methods  of 
managing  construction  projects. 

Currently.  VA  proposes  that  the 
total  number  of  construction  related 
personnel  remain  at  about  638  FTEEs. 
at  a  cost  of  almost  $49  million  I  plus 
50  contracted  FTEEs)  divided  among 
the  Major  Construction,  Minor 
Construction.  General  Administration. 
Medical  Administration  and 
Miscellaneous  Operations  Expenses, 
and  Medical  Care  accounts.  This 
total,  while  representing  fewer  FTEEs 
than  in  previous  years,  does  not 
include  the  in-house  VA  medical  cen- 
ter engineering  staffs,  which  are 
responsible  for  minor,  minor-miscella- 
neous and  other  construction  projects. 

This  large  staff  does  not  actually 
design,  engineer  or  construct  facilities. 
The  IBVSOs  believe  that  the  new 
organization  is  not  likely  to  address 
existing  problems,  since  it  leaves 
intact  most  of  the  same  personnel, 
functions  and  processes.    The  planned 


role  and  organization  of  those  now 
under  the  new  Associate  Chief 
Medical  Director  for  Construction 
Management  (CM)  does  not  appear  to 
have  changed  substantially  from  the 
Office  of  Facilities'  previous  organiza- 
tion and  functions. 


A  "top-heavy"  staff 
has  hindered  the 
construction  process, 
however  unwittingly, 
affowing  escalated  costs 
and  unacceptable 
completion 


Evidence  strongly  suggests  that 
those  assigned  to  Central  Office  con- 
struction positions  have  served  as 
"facilitators"  rather  than  designers, 
engineers,  or  builders.  Unfortunately 
(albeit  understandably!  this  has  caused 
staff  to  work  more  creatively  to  ensure 
lob  stability  than  to  protect  the  veteran 
patient's  interests.  Construction  super- 
vision has  become  so  obstructive  and 
layered  that  initiative  is  stifled.  Such 
intensive  layering  of  "facilitators"  tends 
to  duplicate  functions,  delay  decisions, 
and  cause  construction  criteria  and 
standards  to  become  much  more 
bureaucratic,  rigid  and  complex  than 
those  for  comparable  private-sector 
construction  projects.  The  Associate 
CMD  for  Construction  Management 
should  evaluate  these  problems  as  the 
new  organization  evolves. 

In  a  facilitating  role.  Central 
Office  should  protect  the  interest  of 
the  client — the  veteran — and  ensure 
cost-effective,  timely  project  comple- 
tion Unfortunately,  the  opposite 
appears  to  be  the  case.  The  evidence 
suggests  that,  instead  of  helping,  a 
"lop-heavy"  staff  has  hindered  the 
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construction  process,  however 
unwittingly,  allowing  escalated  costs 
and  unacceptable  completion  delays. 
Once  again,  the  Associate  CMD  for 
Construction  Management  should 
address  these  points  in  re-establish- 
ing a  sound  construction  manage- 
ment program. 


u 


'sing  "design-build"  in 
California  resulted  in 
impressive  savings  in 
money  and  time. 


In  addition  to  maintaining  the 
large  in-house  professional  and  con- 
tract staffs.  VA  has  spent  too  much  for 
outside  "services",  in  the  form  of 
"advance  planning  funds",  "design 
funds",  "pre-design  development 
allowances",  and  "technical  services". 
In  FY  1993.  the  budget  for  these 
expenses  for  Major  Construction  alone 
are  more  than  $75  million.  The 
IBVSOs  agree  with  the  VA's 
Commission  on  the  Future  of  Veterans 
Health  Care  position  that  VA  non-con- 
struction ("soft")  costs  have  totaled  up 
to  three  times  higher  than  justified. 
VA's  continued  use  of  inefficient  and 
lengthy  construction  processes  ("infla- 
tion allowances")  are  expected  to  add 
$31  million  to  Major  Construction 
costs  in  FY  1993. 

The  "design-build"  construction 
process  is  a  common  private-sector 
practice  in  which  the  entity  wishing  to 
build  requests  bids  on  both  designing 
and  building  a  structure.  Most  bids  for 
VA  projects  are  now  for  the  "build" 
process  only.  This  process,  used 
belatedly  in  California  alter  stalls  in 
VA's  usual  construction  protocol, 
resulted  in  impressive  savings  in  cost 


and  time. 

The  Martinez  VA  Outpatient 
Clinic  was  completed  on  a  fast-track 
schedule  (six  months)  using  the 
design-build  process  and  private-sec- 
tor standards  and  criteria.  Under  VA 
direction,  the  Martinez  Clinic  "design- 
build"  project  cost  $150  per  square 
foot,  a  substantial  improvement  over 
VA's  "traditional  construction 
process"  estimate  of  more  than  $350 
per  square  foot.  VA  saved  more  than 
$15  million.  55  percent  of  its  original 
estimate,  which  was  based  on  VA's 
normal  construction  protocol. 

It  is  unfortunate  that  the  Office  of 
Facilities  resisted  the  use  of  "design- 
build"  for  so  long.  The  Martinez  pro- 
ject, however,  shows  that  much 
improvement  is  possible  and  needed. 
With  less  "facilitation"  and  "help" 
from  Central  Office,  a  project 
becomes  less  costly  and  time-consum- 
ing. The  Associate  CMD  for 
Construction  Management  should 
implement  the  "design-build"  concept 
fully  in  the  VA  construction  program. 

Just  as  important  as  the  cost  sav- 
ings is  veterans'  faster  access  to  health 
care.  The  Martinez  clinic  is  now  open 
to  serve  veterans'  medical  needs.  It 
would  not  have  been  finished  until 
March,  1996,  if  VA's  construction 
office  had  "facilitated"  it  using  the 
standard  VA  process.  VA  experienced 
similar  results  in  the  bid  award  for  a 
recent  parking  garage  with  savings  of 
more  than  $5  million. 

Such  delays  in  making  veteran 
services  available  and  such  unneces- 
sar>  costs  to  the  taxpayer  are  not  justi- 
fied. The  new  Associate  Chief 
Medical  Director  for  Construction 
Management  should  greatly  expand 
the  use  of  "design-build".  VA  should 
explore  other  innovative  processes, 
such  as  the  "guaranteed  maximum 
price"  (CM)  construction  process,  for 


the  more  sophisticated  hospital 
replacement  projects.  "Guaranteed 
maximum  price"  is  a  process  in  which 
VA  accepts  bids  on  projects  from 
builders  who  guarantee  that  their  costs 
will  not  exceed  an  estimated  "ceiling" 
cost.  The  builder  is  responsible  for 
costs  in  excess  of  his  maximum  cost 
estimate.  The  IBVSOs  further  agree 
with  the  Commission  on  the  Future 
Structure  of  Veterans'  Health  Care 
recommendation  that  Central  Office 
should  delegate  more  projects  to  the 
local  medical  centers  and  provide 
"assistance"  only  when  requested. 

The  Office  of  Real  Property 
Management  should  be  commended 
for  cost-effective  facilities  procure- 
ment. Two  recent  clinics  leased  in 
Bakersfield,  California,  and  Austin, 
Texas,  were  built  to  VA  specifica- 
tions at  total  costs  of  $66  and  $64  per 
square  foot,  respectively.  Private 
contractors  developed  both  "build-to- 
suit"  clinic  projects  with  minimum 
Central  Office  interference.  By  con- 
trast, the  Office  of  Real  Property 
Management's  efficiency  further 
proves  the  failure  of  a  bloated  and 
inefficient  construction  program. 


The  Strategy 

\/A  must  develoP  an  efficient 
V  ./""Yfacility  planning,  design  and 
construction  process.    Specifically. 
that  system  should  enable  VA  to: 

•  complete  projects  more  rapidly. 
Three  years,  from  conception 
through  completion,  is  an  appro- 
priate and  attainable  goal  for  most 
major  construction  projects.  VA 
can  achieve  the  three-year  time- 
line if  Congress  first  authorizes 
design  projects  and  then,  in  the 
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following  year,  appropriates  fund- 
ing for  "design-build"  or  "guaran- 
teed maximum  price"  contracts 
for  those  projects.  This  process 
would  assure  that  when  construc- 
tion begins  designs  are  not  obso- 
lete and  construction  cost  esti- 
mates are  current  using  private 
sector  standards  and  criteria. 

select  projects  according  to 
strategic  priorities  and  a  national 
assessment  of  construction 
requirements. 

•  provide  projects  that  meet  individ- 
ual medical  centers'  current  and 
future  needs  for  veterans'  health 
care.  VA  should  employ  a  15-20 
year  planning  calendar. 

be  cost-effective  in  planning,  design, 
construction,  and  administration. 

identify  problems  quickly,  before 
they  worsen,  by  monitoring 
departmental  performance,  quali- 
ty, timeliness,  and  cost. 

The  Independent  Budget  Construction 
Programs  budget  recommends  addi- 
tional funding  for  Minor  Construction 
because  the  existing  physical  plant  is 
rapidly  deteriorating.  The  IBVSOs 
also  propose  a  significant  increase  in 
Major  Construction  to  meet  long- 
ignored  construction  needs.  VA  con- 
tracts for  only  two  major  projects 
annually.  At  this  rate.  VA's  replace- 
ment and  renovation  cycle  for  its  171 
hospitals  is  X6  years.  VA  must  accel- 
erate renovation,  modernization  and 
replacement,  to  meet  the  needs  of  the 
rapidly  aging  physical  plant  and  a 
rapidly  aging  veteran  population. 

It  is  apparent  from  previous  hud- 
gets  that  the  infusion  of  major  capital 
funding  to  build  new  VA  health  care 
treatment  facilities  is  unlikely. 
Therefore,  in  view  of  the  absence  of 
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adequate  construction  funds.  VA  must 
address  interim  alternatives  to  ensure 
veterans'  health  care  needs  are  not 
ignored  and  that  appropriate  geograph- 
ic distribution  of  available  VA  care  is 
not  delayed.  VA  should  use  leasing  as 
a  "stopgap"  measure  until  Congress 
authorizes  adequate  funding,  with  pro- 
visions that  assure  that  leasing  is  not 
the  long-term  solution  to  the  construc- 
tion funding  problems. 

Experts  on  VA  construction  and 
private-sector  development  and  con- 
struction indicate  that  significant  sav- 
ings can  accrue  from  following  the 
1BVSO  strategy — funds  that  could  he 
diverted  to  meeting  the  health  care 
needs  of  veterans.  VA  could  restruc- 
ture construction  management  to  cre- 
ate a  program  that  will  yield  much 
more  for  veterans  at  much  lower  cost. 

The  FY  1444  Independent  Budget 
continues  to  reflect  a  strategy  for  the 
National  Cemetery  System  which  calls 
for  one  open  cemetery  in  each  state. 
For  many  years.  VA  asserted  that  each 
of  the  ten  federal  regions  needs  only 
one  national  cemetery  with  available 
burial  space.  Recently,  however.  VA 
has  recognized  that  regionalization  is 
not  a  good  idea.  Too  often,  widows 
and  children  of  veterans,  whom  burial 
in  a  national  cemetery  honors,  must 
travel  extremely  long  distances. 
Realistically,  this  situation  deprives 
many  veterans  of  burial  in  a  national 
cemetery.  The  IBVSOs  agree  with 
VA's  new  stance  and  recommend  that 
the  National  Cemetery  System  otter  ,i 
national  cemetery  within  reasonable 
driving  distance  of  each  of  the  nation's 
major  veteran  population  centers. 


Construction  Programs  recommenda- 
tions, like  other  FY  1994  Independent 
Budget  program  recommendations,  are 
based  upon  the  strategy  VA  must  fol- 
low to  meet  future  challenges. 


Management 
Recommendations 


Organization 


Halve  the  number  of  construction- 
related  FTEEs  assigned  to 
MAMOE.  Delegate  more  control 
and  responsibility  to  medical  cen- 
ters and  regional  staffs. 

Limit  regional  planning  and  con- 
struction related  stalls.  Emphasize 
planning,  coordination  and  assis- 
tance, not  intrusive  control. 

Process 

The  Department  should  immedi- 
ately review  FDPP's  adequacy  to 
meet  its  long-term  goals  .  An 
effective  FDPP  will  support 
Construction  Program  budgets 
that  meet  veterans'  true  needs. 

Develop  standard  projects  (for 
offices,  clinics,  nursing  homes 
and  domiciliary  facilities)  using 
the  "design-build"  process. 

Develop  hospitals  using  the 
"CM"  (Guaranteed  Maximum 
Price)  process. 

Adopt  the  Commission  on  the 
Future  Structure  of  Veterans 
Health  Care  recommendations 
to  use  private-sector  "develop- 
ment services  experts''  to  assist 
project  planning,  development 
and  review 
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Eliminate  Central  Office  over- 
sight of  minor  and  delegated  pro- 
jects unless  the  site  specifically 
requests  such  supervision. 

Standards  and  Criteria 

Use  private-sector  construction 
standards  and  criteria  unless  the 
facility  warrants  (and  requests) 
"case-by-case"  exception. 

Adopt  private-sector  standard 
space  criteria.  VA  should  grant 
deviations  from  space  standards 
only  when  justified. 

Design 

Employ  a  "design  to  cost" 
methodology.  Use  established 
national  construction  estimating 
guides  to  set  "benchmarks"  for 
project  costs.  Allow  deviations 
only  on  a  case-by-case  basis. 

Design  hospitals  for  ease  of  con- 
version to  nursing  care. 

Minimize  gross-to-net  space  ratios 
to  reduce  design  inefficiency. 

Eliminate  "monumental  designs". 
Structures  which  are  built  to  endure 
up  to  100  years  become  obsolete.  It 
is  more  appropriate  to  rebuild  based 
on  current  standards  for  design. 
Design  to  meet  the  facility's  basic 
health  care  missions. 

Eliminate  designs  for  vertical 
expansions  unless  land  restric- 
tions preclude  horizontal  expan- 
sion. This  allows  VA  to  more 
easily  convert  contiguous  space  to 
a  new  mission. 


Budget  Oversight  and 
Cost  Control 

Emphasize  personnel  recruitment 
and  training  within  the  new 
Office  of  Oversight  Facilities/ 
Construction  Policy  and 
Oversight  Board  so  that  staff  has 
experience  in  budgeting,  commer- 
cial construction,  leasing  and  real 
estate  development. 

Enhanced  Use 

Allow  local  facilities  to  initiate 
and  control  enhanced  use  projects 
(such  as  those  for  daycare  or 
small  retail).  Central  Office 
should  only  assist  when  local  sites 
request  it. 

Develop  a  staff  with  experience  in 
private-sector  business  and  real 
estate  development  to  oversee  the 
enhanced  use  program. 

I  Leasing  as  a  Short-Term 
Option 

VA  should  consider  using  leased 
facilities,  principally  for  long- 
term  and  outpatient  care,  under 
carefully  controlled  guidelines 
that  prevent  leasing  from  replac- 
ing new  construction  or  an 
acceptable  long-term  alternative 
to  VA  construction. 

VA  should  increase  contracted 
long-term  care  as  an  interim  mea- 
sure, until  it  completes  necessary 
construction  and  inpatient  bed 
conversion  to  expand  its  nursing 
home  capacity. 


Major  Construction 

The  Independent  Budget  recommends 
a  $788.7-million  Major  Construction 
appropriation  for  FY  1994  as  shown  in 
Table  20.  The  Independent  Budget's 
primary  source  for  FY  1994  Major 
Construction  funding  projections  is 
VA's  current  Five-Year  Plan,  The  Five 
Year  Medical  Facility  Development 
Plan.  This  plan  may  not  meet  all  pri- 
orities that  an  in-depth  analysis  of 
national  requirements  might  reveal. 
The  Independent  Budget  must,  howev- 
er, accept  VA's  identification  of  its 
construction  needs  and  assume  that 
current  construction  priorities  are  con- 
sistent with  the  development  of  the 
VHA  national  health  plan,  to  avoid 
unnecessary  construction  costs  in  this 
period  of  budget  austerity.  To  achieve 
less  funding  in  FY  1994  would  be  cat- 
astrophic, given  the  extended  replace- 
ment cycle  for  facilities,  rapidly 
changing  clinical  requirements,  and 
the  existing  plant's  excessive  age. 


The  aging  veteran 
I  population 
necessitates  nursing 
home  construction 
through  the  1990s. 

The  Independent  Budget  recom- 
mends that  Congress  allocate  $40  mil- 
lion of  the  $788.7  million  to  the 
Advance  Planning  Fund  and  the 
Design  Fund.  Increasing  these  funds 
should  permit  more  expeditious  pro 
ject  planning  and  design  and  acceler- 
ate future  construction,  by  enabling 
VA  to  build  more  major  construction 
projects  and  set  priorities  according 
to  a  rational  process  that  accommo- 
dates its  fiscal  limitations     However, 
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INDEPENDENT  BUDGET 

RECOMMENDED  APPROPRIATIONS 

_ 

Medical  Care  Program 

Replacement  and  Modernization 

$303,500,000 

Nursing  Home  Care 

52,000,000 

Leases  for  Nursing  Homes 

6,000,000 

Domiciliary  Core 

28,725,000 

Asbestos  Abatement                                      

10,000,000 

Other  Clinical  Improvements    . 

85,000,000 

National  Cemeteries  System                                              .         .  .      . 

16,000,000 

Regional  Office 

36,000,000 

General 

78,000,000 

TOTAL 

Medical  Care  Program 

General  Fund 

$219,600,000 

Nursing  Home  Care  

40,000,000 

Regional  Office 

7,600,000 
1  2,000,000 

TOTAL 

$279,200,000 

TOTAL  

$20,000,000 

TOTAL   

$200,000,000 

TOTAL   

FY  1994  Construction  Proarams 

TOTAL  RECOMMENDED  APPROPRIATION 

$1,292,325,000 

[his  strategy  is  only  justified  il 
Congress  and  the  Administration 
agree  to  annually  lund  projects  lor 
which  designs  wore  completed  dur- 
ing the  pre\  ious  year. 

The  IBVSOs  recommend  funding 
construction  of  960  nursing  home  beds 
in  FY  IW4.  The  aging  veteran  popu- 
lation necessitates  ihis  rate  ol  nursing 


home  construction  through  ihe  1990s, 
even  il  VA  accomplishes  Independent 
Bttdgel  minor  construction  nursing 
home  hod  conversion  recommenda- 
tions. The  Independent  Budget  recom- 
mends that  Congress  appropriate  $52 
million  to  eonsiruel  lour  new.  120-bed 
nursing  homes  to  meet  long-term  goals 
ol  increasing  access  to  lone-term  care 


for  veterans.  In  the  immediate  future, 
VA  must  enter  into  two  new  enhanced 
use  leases  for  nursing  home  beds. 
This  effort,  however,  will  alleviate- 
only  some  of  the  actual  need  for 
nursing  home  beds.  VA  must  con 
tinue  to  pursue  the  IBVSO  strategy 
for  making  nursing  home  beds  avail- 
able to  veterans. 

Finally,  the  Independent  Budget 
Major  Construction  proposal  includes 
$16  million  to  acquire  land  for  nation- 
al cemeteries  in  states  that  have  no 
available  grave  sites.  The  IBVSOs 
recommend  that  VA  construct  two 
new  national  cemeteries  annually  until 
the  National  Cemetery  System  meets 
previously  stated  goals  of  one  open 
cemetery  in  each  state. 


Minor  Construction 

The  FY  1994  Independent  Budget  rec- 
ommends a  $279.2-million  appropria- 
tion for  Minor  Construction,  which 
lunds  smaller  facility  construction  pro- 
jects. As  Table  I  shows,  the 
Independent  Budget's  FY  1993  recom- 
mendation significantly  exceeds  the 
FY  1993  appropriation.  The  requested 
increment  reflects  the  IBVSOs' 
growing  concern  about  VA  facilities' 
urgent  updating  and  repair  needs 
Most  VA  facilities  were  constructed 
during  the  1950s  and.  therefore. 
update  and  repair  needs  are  increas- 
ing rapidly.  Earlier  appropriations 
have  fallen  lar  short  of  addressing 
these  needs.  The  Independent 
Budget  recommendation  of  $219.6 
million  lor  the  general  lund  includes 
$3  s  million  lor  VA  minor  construc- 
tion staff  remaining  alter  the  Office 
ol  facilities  reorganization. 
MAMOE.  Medical  Care,  and  GOE 
accounts  now  lund  other  functions 
that  Minor  Construction  account  pre 
viousl)  funded. 

Most      recommended      Minor 
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Construction  funds  are  identified  for 
medical  construction.  VA  should  uti- 
lize $40  million  of  this  amount  to  con- 
vert unused  and  unneeded  hospital 
beds  to  nursing  home  care.  This  $40- 
million  allocation  should  convert 
1.695  beds  during  this  fiscal  year. 

The  IBVSOs  have  requested  $7.6 
million  within  the  Minor  Construction 
appropriation  to  support  VA  regional 
office  projects,  such  as  recurring 
maintenance  projects,  collocation 
when  it  improves  services,  and 
improvement  of  handicapped  accessi- 
bility. The  FY  1994  Independent 
Budget  recommends  $12  million  for 
existing  national  cemetery  construc- 
tion projects. 

Parking  Garage 
Revolving  Fund 

The  FY  1994  Independent  Budget  rec- 
ommends a  $20-million  allocation  to 
this  fund,  which  finances  VA  facility 
parking  garage  construction  and  oper- 
ation. Reasonable  parking  access  is 
essential  to  patient  care.  Eventually, 
parking  garage  revenues  should  pay 
for  new  projects.  Currently,  however, 
only  a  few  revenue-producing  projects 
exist,  so  VA  needs  limited  new  appro- 
priations. Future  funding  require- 
ments should  diminish. 

Grants  for  the 
Construction  of  State 
Extended  Care  Facilities 

The  state  home  program  adds  to  VA's 
extended  care  workload  capacity. 
This  appropriation  provides  grants  to 
help  states  acquire  or  construct  state 
domiciliary  and  nursing  homes  for  vet- 
erans. It  also  provides  grants  to  assist 
expansion,  remodeling,  or  alteration  of 
existing  facilities,  including  state  home 
liospit.il  facilities. 


The  Grants  to  State  Extended 
Care  Facilities  is  mutually  beneficial 
to  the  states  and  VA.  States  benefit  by 
receiving  federal  money  to  add  nurs- 
ing home  capacity  for  state  residents 
with  dual  eligibility  for  VA  and  state 
programs  such  as  Medicaid.  Under 
these  grants,  states  are  responsible  for 
at  least  35  percent  of  nursing  home 
construction  costs.  States  also  pay  50 
percent  of  treatment  costs,  which  are 
reimbursed  on  a  per  diem  basis.  VA 
pays  the  other  50  percent  of  the  per 
diem  cost.  States  may  retain  a  portion 
of  veterans'  Social  Security  income  to 
cover  their  shares  of  operating  costs. 


The  Grants  to  Slate 
I  Extended  Care 
facilities  is  mutually 

beneficial  to  the 

states  and  \/A. 

VA  also  benefits  by  increasing  its 
nursing  home  capacity.  States  share  in 
construction  costs  and  Social  Security 
pays  for  a  portion  of  operating  costs. 
VA  negotiates  per  diem  costs  at  low 
rates,  so  veterans  receive  cost-effec- 
tive care. 

Congress  should  encourage  and 
fund  grants  for  the  construction  of 
state  extended  care  facilities  wherever 
states  will  participate.  For  FY  1994, 
the  Independent  Budget  recommends  a 
$200-million  appropriation  for  these 
grants.  This  appropriation  will  fund 
all  applications  from  the  states  for  the 
state  home  programs. 


Grants  for  the 
Construction  of  State 
Veterans'  Cemeteries 

The  State  Program  makes  grants  to 
states  to  help  them  establish  or 
improve  state-owned  veterans  ceme- 
teries. VA  anticipates  that  it  will  need 
$4.4  million  to  fund  program  require- 
ments in  FY  1994. 
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Appendix  A 


Medical  Care 


1.  Funds  required  in  FY  1993  to 
maintain  the  FY  1988  service 
level. 

2.  Increased  cost  (over  FY  1993)  to 
VA  in  retirement  programs, 
including  the  Federal 
Employment  Retirement  System 
and  Social  Security. 

3.  Amount  necessary  to  annualize 
the  3.7-percent  pay  raise  imple- 
mented in  January,  1993. 
Whereas  the  1993  pay  raise 
applied  to  only  nine  months  of 
FY  1993,  the  amount  here  covers 
the  rest  of  the  calendar  year 
which  falls  in  FY  1994  (or  the 
remaining  three  months). 

4.  The  amount  necessary  to  annual- 
ize the  increase  in  health  benefits 
cost  increases  that  became  effec- 
tive January,  1993. 

5.  Estimated  cost  of  a  4.7-percent 
pay  raise  effective  January,  1994 
for  the  remaining  nine  months  of 
FY  1994. 

6.  Estimated  longevity/performance 
increases  for  FY  1994. 

7.  Estimated  increase  in  health  ben- 
efits effective  January,  1994. 

8.  Other  personnel  costs  include 
stipends  and  compensation  pro- 
grams. 

9.  Estimated  cost  of  inflation  for 
items  excluding  personnel  and 
some  contract  services. 


MEDICAL  CARE  INDEPENDENT  BUDGET 
RECOMMENDED  APPROPRIATION 


TOTAl SI  5,458,979,000 


Payroll  Related  Increases 

Retirement  Programs 53,922,000 

Annuolization  of  1993  Pay  Raise 112,514,000 

Annualization  of  1993  Federal  Employee  Health  Benefit  Program 9,256,037 

Pay  Raise  1994 337,157,000 

Within  Grade  Pay  1994 72,412,000 

Federal  Employee  Health  Benefit  Program  1994 27,347,382 

Other  Personnel  Costs 50,000,000 

Inflation 273.903,872 

Compensation  for  Inadequate  Inflation  from  Past  Fiscal  Years 1 1 1,990,000 

Facility  Activations  (Including  Capital  Investments) 200,000,000 

Property  Rental 650,000 

Recurring  Funding  for  FY  1 993  Administration  and 

Congressional  Initiatives    102,000,000 

Funding  Required  in  Excess  of  FY  1 993  Budget  Estimates 

for  Pharmaceuticals 46,000,000 

Adjustments  to  FY  1 993  Program  Base 212,704,000 

Adjustments  for  Rate  Changes 

State  Nursing  Homes  14,093,000 

State  Home  Hospitals    610,000 

State  Home  Domicil.anes  183,000 

Community  Nursing  Homes 37,309,000 

Contract  Hospitals  10.933,000 


TOTAl $17,131,963,291 

Additional  Initiatives  1 994 

Inpatient  Workload  Increase 12,032,000 

Outpatient  Workload  Increase  82,265,000 

Extended  Care  Programs  Increase 338,730,000 

Homeless  Programs 10,000,000 

Post-Traumatic  Stress  Disorder  (PTSD) 10,000,000 

Long-Term  Psychiatric  Care 10.000,000 

Substance  Abuse  Interventions  10,000,000 

Blind  Veterans  Rehabilitation  5,000,000 

Education  and  Training  ...  128,000,000 

Decentralized  Hospital  Computer  Program 20.000,000 

Equipment  Backlog 200,000,000 

Non-Recurring  Repair  and  Maintenance  Backlog  200,000,000 

Pharmaceutical  Unit  Dose  Program 8,000,000 

Facility  Activotions  for  Leased  Nursing  Homes 15,000,000 


TOTAl $18,180,990,000 


2. 
3. 
4. 

5. 
6. 
7. 
8. 
9. 
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10.  Differential  between  IB-estimat- 
ed inflation  and  actual  inflation 
from  FY  1988  through  FY  1992. 

11.  Personnel,  equipment  and  other 
costs  related  to  new  or  remodeled 
facilities  activities  through  FY 
1993.  Already  adjusted  to 
include  amounts  obligated  in  FY 
1993  for  equipment  and  other 
capital  purchases  that  will  not 
recur  in  FY  1994. 

1 2.  Estimated  increased  cost  of  rental 
property. 

13.  Adjustment  to  the  current  ser- 
vices level  for  initiatives  with 
recurring  funding  needs  that  the 
Congress  or  the  Administration 
introduced  in  FY  1993  which  the 
authors  of  the  Independent 
Budget  support. 

14.  Covers  the  shortfall  VA  suffered 
in  pharmaceutical  funding  in  FY 
1992  because  the  Pryor  amend- 
ment induced  cost-shifting  which 
caused  an  unanticipated  increase 
in  VA's  pharmaceutical  costs  in 
FY  1992.  Although  temporary 
legislation  ameliorated  the  prob- 
lem (and  permanent  legislation 
PL  102-535  will  offer  VA  a  24- 
percent  rebate  on  the  "best 
price"),  VA  still  incurred  a  $46- 
million  shortfall  for  pharmaceuti- 
cals in  FY  1992. 

15.  Adjustments  to  the  FY  1993  cur- 
rent services  level  to  accommo- 
date actual  workload  VA 
achieved  in  working  toward 
Independent  Budget  targets. 

16.  Increased  cost  of  state  nursing 
home  care  for  veterans. 

17.  Increased  cost  of  state  home  hos- 
pital care  for  veterans. 


18.  Increased  cost  of  state  home 
domiciliary  care  for  veterans. 

19.  Increased  cost  of  community 
nursing  home  care  for  veterans. 

20.  Increased  cost  of  contract  hospital 
care  for  veterans. 

21.  Total  of  items  1  through  20. 

22.  Estimated  cost  of  increasing  inpa- 
tient workload  to  the  IB  target  for 
contract  hospital  care. 

23.  Estimated  costs  associated  with 
needed  outpatient  workload 
expansion. 

24.  Cost  of  essential  improvements  to 
the  VA  extended  care  programs, 
including  funds  for  expanded 
nursing  home  workloads  ($235 
million)  and  domiciliary  care 
workloads  ($31  million)  and, 
expanding  programs  such  as: 
hospital-based  home  care  ($47 
million);  adult  day  health  care 
($6  million);  geriatric  evaluation 
and  management  units;  geriatric 
research,  education  and  clinical 
centers  ($13.5  million);  respite; 
hospice;  and,  community  resi- 
dential programs  ($5.9  million). 

25.  Funds  to  expand  homeless  pro- 
grams to  develop  veterans'  inde- 
pendent living  skills. 

26.  Amount  necessary  to  expand  VA 
post-traumatic  stress  disorder  pro- 
grams. 

27.  Amount  needed  to  enhance 
resources  in  long-term  psychiatric 
facilities  and  develop  and  imple- 
ment innovative  therapies  for 
chronically  mentally  ill  veterans. 

28.  Amount  necessary  to  fund  VA's 
drug  and  alcohol  treatment  pro- 
grams including  funding  for  inpa- 


tient care  and  outpatient  care. 
This  amount  also  supports  addi- 
tional therapeutic  residencies 
which  have  yet  to  be  authorized. 

29.  Amount  needed  to  expand  blind 
rehabilitation  programs. 

30.  Additional  required  funding  for 
education  and  training  programs, 
including  funds  for  medical  per- 
sonnel to  replace  resident  hours 
lost  by  conforming  to 
Accreditation  Council  on 
Graduate  Medical  Education 
standards  of  an  80-hour  work 
week. 

31.  Funds  to  further  decentralized 
hospital  computer  system  imple- 
mentation. 

32.  Additional  requirement  to  incre- 
mentally eliminate  a  critical  $1- 
bi II ion  backlog  in  VA  medical 
equipment  replacement. 

33.  Funds  required  to  incremental!} 
eliminate  $700-million  backlog 
of  non-recurring  maintenance  and 
repair  needs  specified  by  VA. 

34.  Amount  necessary  to  complete 
conversion  of  medical  centers 
from  ward  stock  to  unit  dose  drug 
distribution. 

35.  Personnel  and  equipment  funds 
needed  to  activate  four  leased 
nursing  homes  IBVSOs  recom- 
mend as  a  "stopgap"  to  manage 
increased  veteran  demand  for 
long-term  institutional  care. 

36.  The  Independent  Budget  recom- 
mended appropriation  to  provide 
for  an  acceptable  level  of  service 
to  veterans  in  FY'  1994. 
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Medical  and  Prosthetic 
Research 

1.  Funds  required  in  FY  1993  to 
maintain  the  service  level  as 

I.)    FY  1985  in  Medical  Research; 

2.)    FY  1988  in  Rehabilitation 
Research: 

3.)    FY  1989  in  Health  Services 
Research  and  Development. 

2.  Increased  cost  (over  FY  1993)  to 
VA  in  retirement  programs, 
including  the  Federal 
Employment  Retirement  System 
and  Social  Security. 

3.  Amount  necessary  to  annualize 
the  3.7-percent  pay  raise  imple- 
mented in  January,  1993. 
Whereas  the  1993  pay  raise 
applied  to  only  nine  months  of 
FY  1993,  the  amount  here  covers 
the  rest  of  the  calendar  year 
which  falls  in  FY  1994  (or  the 
remaining  three  months  i. 

4.  The  amount  necessary  to  annual- 
ize the  increase  in  health  benefits 
cost  increases  that  became  effec- 
tive January,  1993. 

5.  Estimated  cost  of  a  4.7-percent 
pay  raise  effective  January,  1994 
for  the  remaining  nine  months  of 
FY  1994. 

6.  Estimated  longevity/performance 
increases  for  FY  1994. 

7.  Estimated  increase  in  health  ben- 
efits effective  January,  1994. 

8.  Estimated  cost  of  inflation  for 
items  excluding  personnel  and 
some  contract  services. 

9.  Total  of  items  1  through  8. 


MEDICAL  AND  PROSTHETIC  RESEARCH 

INDEPENDENT  BUDGET 

RECOMMENDED  APPROPRIATION 


TOTAL S303,120,00O 

Payroll  Related  Increases 
Retirement  Programs  951,132 

Annualization  of  1  993  Pay  Raise  1 ,725,568 

Annualization  of  1993  Federal  Employee 

Health  Benefit  Program       120,661 

Pay  Raise  1994  6,140,000 

Federal  Employee  Heolth  Benefit  Program  1994  356,500 

Within  Grade  Pay  1994 813,465 

Inflation  4,604.461 

TOTAL 5317,832,000 

Aging  Initiatives  5,000.000 

Women's  Issues  4,000,000 

Spinal  Cord  Medicine  1,000,000 

Health  Services  Research  10,000,000 

TOTAL $337,832,000 


-«-10. 

««-12. 

♦-13. 


10.  Additional  funding  recommended 
for  research  in  Alzheimer's; 
heart  disease  and  other  disorders 
disproportionately  experienced  in 
elderly  populations. 

1 1 .  Additional  funding  recommended 
for  research  in  reproductive  organ 
cancers  disproportionately  experi- 
enced by  women  veterans. 

12.  Additional  funding  recommended 
for  research  in  spinal  cord  medi- 
cine. 

13.  Additional  funding  recommended 
for  health  services  research. 


14.  The  Independent  Budget  recom- 
mended appropriation  to  provide 
an  acceptable  level  of  service  to 
veterans  in  FY  1994. 
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MEDICAL  ADMINISTRATION  AND 

MISCELLANEOUS  OPERATING  EXPENSES 

(MAMOE)  INDEPENDENT  BUDGET 

RECOMMENDED  APPROPRIATION 


TOTAL $51,588,000 


Transfer  of  383  FTEEs  from  Office  of  Focilities 32,985,316 

Payroll  Related  Increases 

Retirement  Programs  173.776 

Annualizotion  ofl  993  Pay  Raise  530,418 

Annualizalion  of  1 993  Federal  Employee  Health  Benefit  Program         34,842 

Pay  Ra.se  1994  2,186,958 

Federal  Employee  Health  Benefit  Program  1994        102944 

Inflation    .  1,182,000 


TOTAL 588,784,254 


TOTAL 588,784,254 


-10 


Medical  Administration 
and  Miscellaneous 
Operating  Expenses 
(MAMOE) 

1.  Funds  required  in  FY  1993  to 
maintain  the  FY  1988  service 
level. 

2.  Funding  for  383  additional 
FTEEs  transferred  to  MAMOE 
following  the  reorganization  of 
the  Office  of  Facilities. 

3.  Increased  cost  (over  FY  1993)  to 
VA  in  retirement  programs, 
including  the  Federal 
Employment  Retirement  System 
and  Social  Security. 

4.  Amount  necessary  to  annualize 
the  3.7-percent  pay  raise  imple- 
mented in  January,  1993. 
Whereas  the  1993  pay  raise 
applied  to  only  nine  months  of 
FY  1993.  the  amount  here  covers 


the  rest  of  the  calendar  year 
which  falls  in  FY  1994  (or  the 
remaining  three  months). 

5.  The  amount  necessary  to  annual- 
ize the  increase  in  health  benefits 
cost  increases  that  became  effec- 
tive January.  1993. 

6.  Estimated  cost  of  a  4.7-percent 
pay  raise  effective  January.  1994 
for  the  remaining  nine  months  of 
FY  1994. 

7.  Estimated  increase  in  health  ben 
efits  effective  January.  1994. 

8.  Estimated  cost  of  inflation  lor 
items  excluding  personnel  and 
some  contract  services. 

9.  Total  of  items  I  through  8. 

10.  The  Independent  Budget  recom- 
mended appropriation  to  provide 
an  acceptable  level  of  service  to 
veterans  in  FY  1994. 
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Entitlement  and  Eligibility 
Criteria  For  Department  of 
Veterans  Affairs  Medical  Care 
Benefits 

There  is  unfortunately  considerable  confu- 
sion regarding.  Iirsi  of  all,  the  definition  of 
a  veteran  eligible  for  benefits  under  programs 
administered  by  the  Department  of  Veterans 
Affairs  (VA)  as  well  as  the  criteria  for  participa- 
tion in  various  levels  of  VA  health  care  delivery. 
Eligibility  differs  for  hospital  care,  out-patient 
care  and  long-term  care.  It  also  differs  accord- 
ing to  the  veteran's  status.  Thus  there  are  many 
practical  problems  in  the  planning  and  delivery 
of  health  care  for  veterans,  VA  administrators 
and  budget  officials  in  the  executive  and  legisla- 
tive branches.  Were  eligibility  further  clarified 
and  rationalized,  it  would  greatly  facilitate  the 
delivery  of  medical  services. 

It  should  be  noted  that  entitlement  refer- 
ences conditions  where  provision  of  care  is 
mandatory.  Eligibility  refers  to  situations 
where  VA  may  provide  medical  care,  under 
certain  conditions,  including  space  and 
resource  availability. 

■  Definition  of  a  Veteran 

A  major  change  in  the  definition  of  a  veteran 
took  place  in  September.  1980.  Individuals 
entering  service  since  that  time  generally  must 
have  served  24  months  (the  minimum  service 
requirement)  or  longer  in  the  armed  forces  in 
order  to  be  eligible  for  full  veteran  benefits. 
Exceptions  to  this  rule  are  those  who  were  dis- 
charged from  the  service  for  medical  reasons,  as 
a  hardship,  or  at  the  convenience  of  the  govern- 
ment.  A  dishonorable  discharge  is  disqualifying. 

Members  of  the  U.S.  Coast  Guard  are  given 
veteran  status  and  become  eligible  for  VA  bene- 


fits if  they  served  during  periods  of  war  (during 
which  periods  the  Coast  Guard  is  assigned  to  the 
Navy).  Members  of  National  Guard  and  mili- 
tary reserve  units  are  not  eligible  for  veteran 
benefits  unless  they  meet  the  above  criteria. 

■  Qualifications  for  Access  to 
VA  Health  Care 

Current  laws  governing  eligibility  for  VA  health 
care  services  are  the  product  of  Congressional 
action  and  compromise,  reflecting  the  historic 
U.S.  emphasis  on  service-connected  disability 
and  low  income  as  the  principle  criteria  entitling 
veterans  to  treatment.  All  veterans  have  been, 
until  recently,  divided  into  three  groups 
(Categories  A,  B.  and  C)  in  determining  eligibil- 
ity for  hospitalization  in  VA  medical  centers. 
However,  recent  changes  in  the  law  have  col- 
lapsed the  three  categories  into  two — Category 
A  and  all  other  veterans.  Means  Test 
Categories  relate  to  the  Veteran's  Health  Care 
Amendments  Act  of  1986  (P.L.  99-272)  effec- 
tive July  I.  1986.  The  intent  of  the  law  is  to 
ensure  that  veterans  with  service-connected  dis- 
abilities and  other  special  groups  of  veterans,  as 
well  as  those  with  low  income,  are  provided  VA 
medical  care,  albeit  under  differing  conditions. 
The  law  established  an  eligibility  assessment 
procedure  (means  test)  based  on  income  for 
determining  whether  a  non-service-connected 
veteran  qualified  for  Category  A  or  the  "all 
other"  classification.  Service-connected  and 
exempt  veterans  do  not  undergo  the  income- 
based  eligibility  assessment. 

Listed  below  are  the  criteria  for  inpatient 
(hospital)  and  outpatient  care,  nursing  home  care. 
beneficiary  travel  and  certain  other  benefits. 
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HOSPITAL  CARE 


1.  The  Secretary  of  the  Department  of 
Veterans  Affairs  (VA)  is  required  to  pro- 
vide hospital  care  to: 

(a)  Veterans  with  service-connected  dis- 
abilities; 

(b)  Former  prisoners  of  war; 

(c)  Veterans  exposed  to  certain  herbicides 
and  ionizing  radiation; 

(d)  Veterans  disabled  as  a  result  of  VA 
treatment  or  vocational  rehabilitation; 

(e)  Veterans  of  the  Mexican  border  period, 
or  World  War  I; 

(f)  Non-service-connected  veterans  whose 
income  does  not  exceed  the  means  test 
cap  (the  cut-off  is  currently  in  the 
$15,000  to  $20,000  range). 

2.  Income  for  purposes  of  non-service-con- 
nected medical  care  eligibility  will  be  deter- 
mined on  the  same  basis  used  for  deter- 
mining eligibility  for  non-service- 
connected  pension  benefits.  The  income 
limits  for  medical  care  purposes  are 
increased  effective  January  1  of  each  year 
by  the  same  percentage  as  non-service- 
connected  pension  rates. 

3.  The  VA  health  care  system  treats  some 
600,000  inpatients  a  year,  representing 
about  one  million  discharges.  Some  93  per- 
cent are  Category  A. 


Veterans  outside  the  Category  A  net  contin- 
ue to  be  eligible  for  in-patient  care  as  space 
and  resources  permit,  but  they  must  pay  a 
part  of  the  cost  for  inpatient,  outpatient  or 
nursing  home  care.  Currently  the  veteran  is 
charged  the  lesser  of  the  cost  of  care 
received  or  $592  for  the  first  90  days  of  care 
(or  part  thereof)  during  any  365  day  period. 
For  each  succeeding  90  days  of  care  (or  part 
thereof)  the  veteran  would  be  required  to 


pay  the  lesser  of  the  cost  of  hospital  care 
received  or  one-half  of  the  amount  of  the 
inpatient  deductible  ($296).  For  nursing 
home  care  for  each  90  days  of  care,  the  vet- 
eran would  be  required  to  pay  the  lesser  of 
the  cost  of  furnishing  care  or  the  inpatient 
deductible  ($592). 

The  Secretary  is  authorized  to  recover  from 
health  insurers  the  reasonable  costs  of  care 
furnished  in  Department  facilities  to  insured 
veterans  who  have  no  service-connected 
disability  and  to  insured  service-connected 
veterans  for  the  cost  of  treating  a  non-ser- 
vice-connected condition. 

The  provision  of  law  allowing  veterans  65 
years  of  age  or  older  to  receive  care  in  DVA 
medical  facilities  regardless  of  income  was 
repealed  by  Public  Law  99-272. 


OUTPATIENT  CARE 

1.  The  Secretary  shall  furnish  on  an  ambulato- 
ry or  outpatient  basis  such  medical  services, 
other  than  dental  services,  as  the  Secretary 
determines  are  needed,  to: 

(a)  Any  veteran  for  service-connected 
disability; 

(b)  Any  veteran  with  a  service-connected 
disability  rating  50  percent  or  more  for 
any  disability;  and, 

(c)  Any  veteran  disabled  as  a  result  of  VA 
treatment  or  in  pursuit  of  vocational 
rehabilitation. 

2.  The  Secretary  shall  furnish  outpatient  or 
ambulatory  medical  services  reasonably 
necessary  in  preparation  for  or  to  obviate 
the  need  for  hospital  admissions,  or  as  fol- 
low-up to  hospital  care  for  a  period  not  to 
exceed  12  months,  for  any  disability,  to: 

(a)  Any  veteran  with  a  service-connected 
rating  of  30  or  40  percent;  and, 

(b)  Any  veteran  whose  annual  income  does 
not  exceed  the  maximum  annual  rate  of 
non-service-connected  pension  payable 
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to  .1  veteran  in  need  of  .nd  and  atten- 
dance (currently  $10,824  foi  a  single 
veteran  and  $12,922  lor  a  veteran  with 
one  dependent )  for  any  disability. 

3.  The  Secretary  ma\  furnish  on  an  ambulato- 
ry or  outpatient  basis  medical  services 
which  the  Secretary  determines  are  needed 
to  veterans  in  the  following  priorit)  order 

la i  An)  veteran  who  has  a  service-con- 
nected disability  rating  of  less  than  30 
percent  or  any  veteran  for  a  compensa- 
tion or  pension  examination; 

(b)  Former  prisoners  of  war  and  veterans 
with  eligibility  based  on  exposure  to 
toxic  substances  in  Vietnam  or  to  ion- 
izing radiation  during  atmospheric  det- 
onation ol  a  nuclear  device,  or  who 
were  exposed  to  ionizing  radiation  fol- 
low mg  the  detonation  of  such  devices 
in  Japan  during  World  War  II: 

(c)  Veterans  of  the  Mexican  border  period 
or  World  War  I  whose  annual  income 
exceeds  the  maximum  annual  rate  of 
pension: 

(d)  Veterans  in  receipt  of  increased  pen- 
sion or  compensation  based  on  the 
need  of  regular  aid  and  attendance  or 
by  reason  of  being  permanently  house- 
hound,  but  whose  income  is  below  the 
Category  A  threshold;  and 

(e)  Veterans  who  are  eligible  for  hospital 
care,  but  who  are  not  specified  in 
paragraphs  (a)-(d)  above,  for  any  dis- 
ability, it  reasonably  necessary  in 
preparation  for.  or  to  obviate  the  need 
for.  hospital  admission,  or  as  a  fol- 
low-up to  hospital  care  lor  a  period 
not  to  exceed  1 2  months. 

A  payment  is  required  of  non- 
Category  A  veterans,  seeking  non-ser- 
vice-connecled  outpatient  treatment. 
lor  each  visit,  ot  20  percent  of  the  esti- 
mated nationwide  average  cost  ot  the 
Department's  outpatient  visits  during 
the  current  fiscal  year,  but  not  to 


exceed,  during  an)  90-da)  period,  the 

amount  of  the  current  inpatient  pay- 
ment ($592). 


MISCELLANEOUS 

1.  In  addition  to  medical  treatment,  certain 
veterans  are  eligible  for  dental  services. 
prosthetic  appliances  and  home  health 
care  serv  ices 

2.  The  Secretary  may  provide  skilled  or  inter- 
mediate type  nursing  care  and  related  med- 
ical care  in  VA  or  private  nursing  homes  lor 
convalescents  or  persons  who  are  not  in 
need  of  hospital  care. 

3.  The  Secretary  may  furnish  needed  domicil- 
iary care  lo  any  veteran  whose  annual 
income  does  not  exceed  the  maximum 
annual  rate  ot  pension  payable  to  a  veteran 
in  need  of  aid  and  attendance  or  to  any  vet- 
eran whom  the  Secretary  determines  has  no 
adequate  means  ot  support. 

4.  The  Secretary  has  authority  to  provide 
fee-basis  care  outside  of  the  United  States 
tor  service-connected  disabilities,  related 
to  service  in  the  U.S.  military  forces,  to 
citizens  ol  the  Republic  of  the  Philippines 
or  Canada  or  elsewhere  as  determined  by 
the  Secretar) 


BENEFICIARY  TRAVEL 

1.  During  any  fiscal  year  in  which  the 
Secretary  exercises  the  authority  to  make 
beneficiary  travel  payments,  payments 
shall  be  made  for  travel  in  connection 
with  examinations,  care  or  treatment  (i.e.. 
hospital,  nursing  home,  domiciliary  or 
outpatient  treatment)  for  which  the  veter- 
an is  eligible,  to: 

(al    Veterans  for  scheduled  compensation 
and  pension  medical  examinations; 

(b)  Veterans  tor  service-connected  disability; 

(c)  Veterans,  with  a  service-connected 
disability    rating  of  30  percent  or 
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more,  for  treatment  of  any  non-ser- 
vice-connected disability; 

(d)  Veterans  in  receipt  of  pension; 

(e)  Veterans  whose  annual  income  does 
not  exceed  the  maximum  annual  rate 
applicable  to  the  non-service-connect- 
ed pension  program; 

(f)  Veterans  for  whom  ambulance  trans- 
portation, wheelchair  van  transporta- 
tion or  other  special  modes  of  trans- 
portation are  medically  indicated, 
when  the  Secretary  determines  that 
the  veteran  is  unable  to  bear  the  cost 
of  such  transportation  (no  deductible 
applies);  and 

(g)  Veterans  whom  the  Secretary  deter- 
mines to  be  unable  to  defray  the 
expenses  of  travel  or  such  other  per- 
sons as  determined  by  regulation. 

2.  Eligible  veterans  will  be  responsible  for  the 
first  $6  of  the  cost  of  travel  to  receive  VA 
medical  care.  For  eligible  veterans  whose 
medical  conditions  warrant  frequent  visits. 
$18  is  the  maximum  monthly  amount  for 
which  the  veterans  will  be  responsible. 

SOME  MATERIAL  EXCERPTED 
FROM: 

U.S.  House  of  Representatives,  One 
Hundred  First  Congress,  Committee  on 
Veterans'  Affairs,  Eligibility  Criteria  for 
Department  of  Veterans  Affairs  Medical  Care 
Benefits,  January  30,  1989. 
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JANUARY  30,  1946 

POLICY  MEMORANDUM  NO  2 

SUBJECT:    Association  of  Veterans' 

Hospitals  with  Medical  Schools 

1 .  General  Considerations 

a.  Necessity  for  Mutual  Understanding  and 
Cooperation:  The  Department  of  Medicine 
and  Surgery  of  the  Veterans  Administration 
is  embarking  upon  a  program  that  is  with- 
out precedent  in  the  history  of  Federal  hos- 
pitalization. It  would,  therefore,  be  most 
unusual  if  numerous  problems  did  not 
arise  for  which  no  fully  satisfactory  solu- 
tion were  immediately  apparent.  Such 
problems  frequently  can  be  solved  only  by 
trial  and  error;  and,  until  workable  solu- 
tions are  found,  both  parties  in  the  pro- 
gram must  exercise  tolerance  if  the  pro- 
gram is  not  to  fail. 

There  can  be  no  doubt  of  the  good  faith 
of  both  parties.  The  schools  of  medicine 
and  other  teaching  centers  are  cooperating 
with  the  three-fold  purpose  of  giving  the 
veteran  the  highest  quality  of  medical 
care,  of  affording  the  medical  veteran  the 
opportunity  for  post-graduate  study  which 
he  was  compelled  to  forego  in  serving  his 
country,  and  of  raising  generally  the  stan- 
dard of  medical  practice  in  the  United 
States  by  the  expansion  of  facilities  for 
graduate  education. 

The  purpose  of  the  Veterans 
Administration  is  simple:  affording  the  vet- 
eran a  much  higher  standard  of  medical 
'care  than  could  be  given  him  with  a  wholly 
full-time  medical  service. 

The  purpose  of  both  parties  being 
unselfish,  and  there  being  no  conflict  of 
objectives,  there  can  be  no  serious  dis- 
agreement over  methods.   It  will  be  recog- 


nized that  the  Veterans  Administration  is 
charged  with  certain  legal  responsibilities 
in  connection  with  the  medical  care  of 
veterans  which  it  cannot  delegate,  if  it 
would.  Yet  the  discharge  of  these  respon- 
sibilities need  not  interfere  with  the  exer- 
cise by  the  schools  of  their  prerogatives  in 
the  field  of  education. 

All  medical  authorities  of  the  Veterans 
Administration  will  cooperate  fully  at  all 
times  with  the  representatives  of  associated 
schools  and  other  centers.  It  is  the  earnest 
desire  of  the  Acting  Chief  Medical  Director 
that  our  relations  with  our  colleagues  be 
cordial  as  well  as  productive. 

b.  General  Division  of  Responsibility:  The 
Veterans  Administration  retains  full  respon- 
sibility for  the  care  of  patients,  including 
professional  treatment,  and  the  school  of 
medicine  accepts  responsibility  for  all  grad- 
uate education  and  training. 

2.  The  Veterans  Administration 

a.  Operates  and  administers  the  hospital. 

b.  As  rapidly  as  fully  qualified  men  can  be 
had,  will  furnish  full-time  chiefs  of  all  ser- 
vices (see  paragraph  5  below)  who  will 
supervise  and  direct  the  work  of  their 
respective  staffs,  including  the  part-time 
attending  staff  furnished  from  the  School  of 
Medicine,  insofar  as  the  professional  care 
of  patients  is  concerned.  Nominations  by 
the  Deans  Committee  for  such  full-time 
positions  will  be  welcomed;  and  unless 
there  be  impelling  reasons  to  the  contrary, 
will  be  approved  wherever  vacancies  exist. 
These  service  chiefs  are  fully  responsible  to 
their  immediate  superior  in  the  Veterans 
Administration. 
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c.  Appoints  the  consultants,  the  part-time 
attending  staff  and  the  residents  nominated 
by  the  Deans  Committee  and  approved  by 
the  Veterans  Administration. 

d.  Cooperates  fully  with  the  Schools  of 
Medicine  in  the  graduate  education  and 
training  program. 

3.  The  Schools  of  Medicine 

a.  Will  organize  a  Deans  Committee,  com- 
posed of  senior  faculty  members  from  all 
schools  cooperating  in  each  project, 
whether  or  not  furnishing  any  of  the  attend- 
ing or  resident  staff. 

b.  Will  nominate  an  attending  staff  of  diplo- 
mates  of  specialty  boards  in  the  numbers 
and  qualifications  agreed  upon  by  the 
Deans  Committee  and  the  Veterans 
Administration  (See  6e). 

c.  Will  nominate,  from  applicants,  the  resi- 
dents for  graduate  education  and  training. 

d.  Will  supervise  and  direct,  through  the 
Manager  of  the  hospital  and  the  consultants, 
the  training  of  residents. 

e.  Will  nominate  the  consultants  for  appoint- 
ment by  the  Veterans  Administration. 

4.  Hospital  Managers 

a.  Are  fully  responsible  for  the  operation  of 
their  hospitals. 

b.  Will  cooperate  with  the  Deans  Committee, 
bringing  to  its  attention  any  dereliction  of 
duty  on  the  part  of  any  of  its  nominees. 

5.  Chiefs  of  Service 

a.  Are  responsible  to  their  superior  in  the 
Veterans  Administration  for  the  conduct  of 
their  services. 

b.  Will  bring  to  the  attention  of  their  superior, 
for  his  action,  such  cases  as  they  are  unable 
to  deal  with  personally  of  dereliction  of  duty 
or  incompetence  on  the  part  of  any  full-time 
or  part-time  staffs  under  their  control. 


c.  Will,  together  with  the  part-time  attending 
staff,  under  the  direction  of  the  Manager, 
supervise  the  education  and  training  program. 

d.  When  full-time  employees  of  the  Veterans 
Administration,  will  be  diplomates  of  their 
respective  boards  and  will  be  acceptable  to 
the  Deans  Committee  and  to  the  specialty 
boards  concerned.  It  is  the  urgent  purpose 
of  the  Veterans  Administration  to  place 
full-time  fully  qualified  and  certified  chiefs 
of  service  for  all  services  in  each  hospital 
associated  with  a  School  of  Medicine. 
Except  in  cases  where  the  chief  selected  has 
local  affiliations,  which  might  embarrass  or 
prejudice  his  relations  with  one  or  another 
of  the  associated  schools,  his  initial  assign- 
ment may  not  be  cleared  through  the  Deans 
Committee.  In  all  cases,  when  it  has  been 
conclusively  demonstrated  that  a  chief  of 
service  cannot  cooperate  with  a  Deans 
Committee,  he  will  be  transferred  (if  effi- 
cient otherwise)  and  replaced  by  another. 

Until  this  purpose  can  be  fully  accom- 
plished, however,  in  order  that  a  hospital 
may  obtain  approval  for  resident  training  by 
one  or  another  specialty  board,  it  may  be 
necessary  to  appoint  part-time  chiefs  of  ser- 
vices who  meet  the  requirements  of  the 
boards.  This  will  be  done;  but  it  will  be 
done  with  the  understanding  that  the  part- 
time  chiefs  will  be  replaced  with  qualified 
full-time  chiefs  as  rapidly  as  they  become 
available.  The  duties  and  responsibilities  of 
part-time  chiefs  will  be  the  same  as  those  of 
full-time  chiefs. 

6.  Part-time  Attending  Staff 

a.  Will  be  responsible  to  the  respective 
chiefs  of  service. 

b.  Will  accept  full  responsibility  for  the 
proper  care  and  treatment  of  patients  in 
their  charge. 

c.  Will  give  adequate  training  to  residents 
assigned  to  their  service. 

d.  Will  be  veterans  unless  approval  in  each  case 
has  been  given  by  the  Chief  Medical  Officer. 
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e.  Will  be  diplomates  of  their  respective 
boards  and  acceptable  to  such  boards  for 
direction  of  resident  training.  Exceptions 
may  be  made  in  the  case  of  a  veteran  who 
has  completed  the  first  part  of  his  board 
examination,  but  whose  completion  of  the 
examination  was  interrupted  by  the  exi- 
gencies of  the  military  service. 

f.  Will  hold  faculty  appointments  in  one  or 
another  of  the  associated  Schools  of 
Medicine,  or  will  be  outstanding  mem- 
bers of  the  profession  of  the  caliber  of 
faculty  members. 

7.  Consultants 

a.  Will  be  veterans  unless  approval  in  each 
case  has  been  given  by  the  Chief  Medical 
Director. 

b.  Will  be  members  of  the  faculty,  of  profes- 
sional rank,  of  one  or  another  of  the  associ- 
ated Schools  of  Medicine. 

c.  Will,  as  representatives  of  the  Schools  of 
Medicine,  direct  and  be  responsible  for  the 
educational  training  of  residents. 

d.  Will  afford  to  the  Manager  and  the  proper 
Chief  of  Service  the  benefit  of  their  profes- 
sional experience  and  counsel. 

e.  Will  conduct  their  duties  through,  and  in 
cooperation  with,  the  Manager  and  the 
proper  Chief  of  Service,  and  also,  in  matters 
of  education  and  training,  with  the  part-time 
Attending  Staff — always,  however,  coordi- 
nating w ith  the  Chief  of  Service. 
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ADC  Average  Daily  Census: 

Average  number  of  patients  cared  for 

per  day  during  the  reporting  period. 

ADHC  Adult  Day  Health  Care: 

A  program  that  provides  medical, 
rehabilitative,  social,  recreational  and 
health  education  services  to  veterans 
in  a  congregate  setting  during  normal 
working  hours. 

ACGME  Accreditation  Council  of 
(iraduate  Medical  Education: 

One  organization  whose  responsibili- 
ties include  establishing  standards  for 
teaching  hospitals'  treatment  of  its 
medical  residents. 

AHA  American  Hospital  Association 

ALOS  Average  Length  of  Stay: 

Number  of  inpatient  days  lor  dis 
charged  patients  divided  by  total 
number  of  discharges;  equivalent  to 
the  average  number  of  days  for  an 
inpatient  episode  of  care. 

Ambulatory  Care: 

Medical  treatment  provided  without  a 
requisite  overnight  hospital  stay, 
including  some  forms  of  surgery; 
non-emergency  examination;  diagno- 
sis and  treatment  of  medical  condi- 
tions; and.  laboratory  and  other  diag- 
nostic testing.  Synonymous  with 
outpatient  care, 

AMVETS  American  Veterans  of  WW  II, 
Korea  and  Vietnam: 

A  veterans  service  organization  and 
co-author  of  the  Independent  Budget. 


C&P  Compensation  and  Pensions: 
The  organizational  component  of  the 
Veterans  Benefits  Administration  that 
processes  veterans  claims  and  adminis- 
ters payments  for  compensation  and 
pension  benefits. 

Capital  Facilities  Inventory: 

A  system  recommended  by  the  VSOs 
to  maintain  a  current  information 
base,  which  would  enable  VHA  to 
determine  needs  for  major  construc- 
tion projects. 

Category  A  Veterans: 
Those  service-disabled  veterans,  ex- 
POWs.  Veterans  of  World  War  I  or 
earlier  conflicts,  veterans  exposed  to 
ionizing  radiation  and  Agent  Orange. 
VA  pension  recipients,  veterans  with 
Medicaid,  and  other  low-income  vet- 
erans. Category  A  veterans  arc  enti- 
tled to  the  provision  of  hospital  and 
some  forms  of  outpatient  care;  see 
Appendix  B. 

CIARDS  Central  Intelligence  Agency 
(CIA)  Retirement  and  Disability  System 

CIRO  Chief  Information  Resources 

Officer: 

Veterans  benefits  official  responsible 

for      departmental      information 

resources  management  activities. 

CY1D  Chief  Medical  Director: 
Former  title  of  head  of  the  Veterans 
Health  Administration  (VHA)  (now 
Under  Secretary  for  Health). 

COLA  Cost  of  Living  Adjustment: 
Increase  in  benefits  to  compensate  for 
rise  in  the  cost  of  living  due  to  inflation; 
usually  provided  on  a  yearly  basis. 


Compensation: 

The  appropriation  account  that  provides 
for  compensation  payments  to  service- 
connected  disabled  veterans  and  their 
survivors. 

CVA  The  L'nited  States  Court  of 
Veterans  Appeals: 

An  Article  I  court,  established  under 
PL  100-6X7.  with  exclusive  jurisdic- 
tion to  review  final  Board  ol 
Veterans'  Appeals  (BVA)  decisions. 

CRC  Community  Residential  Care 
Program: 

Provides  residential  care  to  veterans 
who  do  not  require  hospital  or  nursing 
home  care  but  who  cannot  live  inde- 
pendently; cost  ol  this  care  is  paid  by 
the  veteran. 

CSRS  Civil  Service  Retirement  S\slem 


DAV  Disabled  American  Veterans: 

A  veterans  service  organization  and 
co-author  of  the  Independent  Budget. 

DHHS  Department  of  Health  and  Human 
Services 

DIC  Dependency  and  Indemnity 
Compensation: 

Paid  to  the  surviving  spouses  or  chil- 
dren of  service  persons  or  veterans 
whose  deaths  occurred  while  on  active 
duty  or  as  a  result  of  service-connect- 
ed disabilities. 

Discharge  Rate: 

The  ratio  of  the  number  of  inpatients 
treated  to  the  client  population  base; 
usually  expressed  as  a  rale,  inpatients 
per  1.000  veterans. 

DOD  Department  of  Defense 
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Eligibility  (for  VA  medical  care  system 
treatment): 

Eligibility  criteria  are  categorized  by 
service-connected  status,  income  lev- 
els and  other  factors;  eligible  veterans 
may  receive  VA  health  services  if 
space  and  resources  are  available. 
Service-connected  veterans  are  eligi- 
ble for  the  full  spectrum  of  VA  med- 
ical care  services;  see  Appendix  B  or 
Table  7  for  entitlement  and  eligibility 
criteria. 

Enhanced  Use: 

A  leasing  agreement  whereby 
unoccupied  or  under-occupied  VA 
facilities  lease  space  to  an  external 
party  for  an  activity  that  will  bene- 
fit VA. 

Entitlement: 

Benefits — VA  is  required  to  provide 
benefits  to  those  veterans  who  are 
entitled  to  programs  under  Veterans 
Benefits  Administration  criteria. 

Medical  Care — VA  is  required  to  pro- 
vide inpatient  and  some  forms  of  out- 
patient care  to  veterans  entitled  to  VA 
medical  care  system  treatment;  see 
Table  7  or  Appendix  B  for  entitlement 
and  eligibility  criteria. 


FDPP  Facility  Development  Planning 
Program: 

A  component  of  the  current  Medical 
Care  Construction  Program  used  by 
VHA  to  identify  individual  medical  cen- 
ters" current  and  projected  facility  needs. 

FERS   Federal  Employees  Retirement 
System 

FTEEs  Full-time  Employee  Equi\alent 


GAO  General  Accounting  Office 

GEM  Geriatric  Evaluation  and 
Management  Unit: 

Units  at  VA  medical  centers  that 
assess  elderly  patients'  medical,  func- 
tional, psychological  and  environmen- 
tal conditions. 

GIF  Guaranty  and  Indemnity  Fund: 
Authorized  by  the  Veterans  Benefits 
Amendments  Act  of  1989.  this  fund 
finances  all  operations  of  the  Loan 
Guaranty  Program  for  loans  closed  on 
or  after  January  1 ,  1990,  except  manu- 
factured home  loans  guaranteed  under 
38  U.S.C.  Sec.  1812,  loans  guaran- 
teed under  section  181  Kg)  and  most 
administrative  costs.  The  principal 
objective  of  the  fund  is  to  encourage 
and  facilitate  extension  of  favorable 
credit  terms  by  private  lenders  to  vet- 
erans for  the  purchase,  construction  or 
improvement  of  homes  to  be  occupied 
by  veterans  and  their  families. 

GOE  General  Operating  Expenses: 

The  appropriation  account  for  the 
administration  of  all  VA  non-medical 
benefits  and  support  functions  for  the 
entire  Department;  includes  the 
Veterans  Benefits  Administration,  the 
National  Cemetery  System  and  the 
General  Administration  activities. 

GRECC  Geriatric  Research,  Education 
and  Clinical  tenter: 

VA  centers  that  advance  geriatric  and 
gerontological  research,  education  and 
clinical  achievements  and  their  integra- 
tion into  the  VA  health  care  system. 


HBHC  Hospital-Based  Home  Care: 
Programs  that  allow  the  early    dis- 
charge of  chronically  ill  veterans  to 
their  own  homes. 

HCMI  Homeless  Chronically  Mentally  III 
Veterans  Program: 

A  VA  outreach  program  to  identify 
and  serve  homeless  chronically  men- 
tally ill  veterans. 

HLGP  Home  Eoan  Guaranty  Program: 
Provides  housing  credit  assistance  to 
eligible  veterans  and  military  personnel. 

Hospice  Program: 

Provides  inpatient  palliative  care  for 
terminally  ill  patients. 

HPSAP  Health  Professional  Scholarship 
Assistance  Programs: 

Provides  physician,  nurse,  physical 
therapist  and  other  health  profes- 
sions scholarships. 

HCVA  House  Committee  on 
Veterans  Affairs 


IBVSOs: 

Veterans  Service  Organization  co- 
authors of  the  Independent  Budget, 
including  AMVETS,  Disabled 
American  Veterans.  Paralyzed 
Veterans  of  America,  and  Veterans  of 
Foreign  Wars  of  the  United  States. 

Inpatient  Services: 

Those  services  which  require  patient 

admission  to  a  health  care  facility. 

Intermediate  Care: 

A  medical  bed  section  in  a  VA 
hospital  which  serves  as  a  reser- 
\  oh  for  patients  with  intensiv  e 
care  needs  or  chronic  illness 

IRM  Information  Resources  Management: 
An  entity  responsible  lor  managing 
the  svstem  or  department's  data- 
bases  and   computer   resources. 
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Also  may  refer  lo  a  stralegv  based 
on  the  principle  that  information  is 
a  resource  that  should  be  managed 
from  the  highest  level  of  an  orga- 
nization. 


JCAHO  Joint  Commission  on 
Accreditation  of  Health  Care 
Organizations: 

Provides  criteria  and  surveys  hospitals 
for  accreditation.  Accreditation 
affirms  that  an  organization  has 
met  standards  which  arc  associated 
with  quality  health  care  delivery. 
V  A  voluntarily  complies  with 
JCAHO  standards 


UiRF  Loan  (iuarantv  Revolving  Fund: 
Funds  the  non-administrative  expens 
es  incident  lo  the  management  and 
sale  of  properties  acquired  when  pro- 
gram borrowers  fail  to  make  their 
payments  on  VA  guaranteed  or 
insured  loans.  Revenue  is  derived 
principally  from  the  sale  of  homes  for 
cash,  sale  of  loans  and  a  funding  fee. 

Long-term  Care: 

Non-acute  care  services  requiring 
treatment  of  more  than  30  days. 


Major  Construction: 

VA  construction  projects  costing  $3 
million  or  more;  also  refers  to  the 
appropriation  account  that  funds  such 
projects 

MAMOE  Medical  Administration  and 
Miscellaneous  Operating  Expenses: 
The  appropriation  account  that  pro- 
vides for  the  administration  of  all 
VA  medical  programs. 


Medical  Care  Cost  Recover): 
Program  to  collect  veteran  co-pay- 
ments and  reimbursable  costs  from 
third-party  insurers  tor  medication  and 
health  care  services. 

Minor  Construction: 

VA  construction  projects  costing  less 

than  $3  million:    also  refers  to  the 

appropriation  account  that  funds  such 

projects. 


NCS  National  Cemetery  System: 
The  VA  agency  responsible  for  the 
management  of  the  national  cemetery 
system  and  lor  inlerment  of  and  relat- 
ed services  tor  deceased  veterans. 
active  duty  members  of  the  armed 
forces  and  their  eligible  dependents. 

Niin-Ser\ ice-Connected  (NSC)  Patients: 
Veteran  patients  who  do  not  have  a 
military  service  related  injury  or  ill- 
ness. 

NS1  I  National  Service  Life  Insurance: 

Trust  fund  started  in  I  4411  as  the 
financing  mechanism  tor  World  War 
II  insurance.  Closed  to  new  issues  in 
1951  Income  is  derived  from  premi- 
ums, interest  on  investments  and 
transfers  from  Veterans  Insurance  and 
Indemnities  appropriation. 


OASDI  Old  Age,  Survivors  and  Disability 
Insurance  Benefits: 

Social  Security  Benefits  Program. 

OBRA  Omnibus  Budget  Reconciliation 
Act  of  1990: 

An  act  to  meet  144?  deficit  reduction 
targets. 

Occupancy  Rate: 

Ratio  ut  average  dail)  census  to  ihe 

average  number  of  beds  in  a  reporting 

period. 


OMB  Office  of  Management  and  Budget 
The  agency  responsible  to  the  execu- 
tive branch  for  the  development  of 
economic  assumptions  and  agency 
budgets  for  the  federal  government  in 
each  fiscal  year. 

OSHA  Occupational  Safety  and  Health 
Administration 

Outpatient  Care: 

See  Ambulatory  Care. 

Outpatient  I  se  Rate: 

Ratio  of  the  total  number  of  outpatient 

v  isits  to  the  total  veteran  population. 

Outpatient  Visits: 

Visits  by  patients  who  are  not  lodged 
in  the  hospital  while  receiving  med- 
ical, dental,  or  other  services.  In  the 
VA  health  care  system  a  visit  may 
consist  of  one  or  more  clinic  stops. 
(Each  test,  examination,  treatment,  or 
procedure  rendered  to  an  outpatient 
counts  as  one  clinic  stop. 


P&SAS  Prosthetics  and  Sensory  Aids 

Service: 

The  entity  within  VHA  whose  goal  is 

the  timely  and  appropriate  provision 

of  prosthetic  and  orthotic  appliances 

and  sensory  aids  to  veterans. 

Pensions 

The  appropriation  accounl  that  pro- 
vides for  pension  payments,  subject  to 
an  income  standard,  to  war-time  vet- 
erans who  are  pemianentlv  and  totally 
disabled  from  non-service-connected 
causes  and  their  survivors. 

Pharmaceutical  Unit  Dose  Program: 

A  system  that  minimizes  pharmacy 
costs  by  packaging  and  dispensing 
drugs  in  single  dose  quantities. 

Pro  Se  Appeals: 

Appellate  cases  in  which  ihe  litigant  is 

unrepresented  by  counsel. 


241 


142 


PTSD  Post-Traumatic  Stress  Disorder: 
A  psychiatric  condition  caused  by  a 
traumatic  experience,  such  as  combat. 

PVA  Paralyzed  Veterans  of  America: 

A  veterans  service  organization  and 
co-author  of  the  Independent  Budget. 


QMMP  Quality  Measurement  and 
Management  Project: 
The  American  Hospital  Association's 
project  established  to  design  a  system 
for  monitoring  quality  assurance 
through  outcome  indices. 

Quaternary  Care: 

Intensive,  high-cost  therapy  for  major 
illness  or  injury,  utilizing  specialized 
professional  teams. 


RAM  Resource  Allocation  Model: 
Formerly,  system  for  distribution  of 
resources  in  VA  system  based  on 
Diagnostic  Related  Groups  (DRGs). 

Rating  Boards: 

A  panel  of  benefits'  claims  adjudica- 
tors whose  responsibilities  include 
assigning  disability  ratings  to  veterans 
who  claim  service-connected  disorders. 

RB  Readjustment  Benefits: 

The  appropriation  account  that  pro- 
vides payments  for  education  and 
training,  for  eligible  veterans  and 
dependents,  as  well  as  special  assis- 
tance to  disabled  veterans. 

Respite  Care: 

Programs  under  which  elderly  or  dis- 
abled persons  are  institutionalized 
periodically  to  allow  a  relief  period 
for  the  patients  care-giver. 


RO  Regional  Office: 

Benefits — An  office  in  one  of  fifty- 
eight  geographical  areas  responsible 
for  administering  veterans  benefits. 
Medical — An  office  in  one  of  four 
geographical  areas  responsible  for 
administering  medical  care  benefits  to 
veterans. 

RPM  Resource  Planning  and 
Management: 

Strategy  formulated  by  the  Veterans 
Health  Administration  to  achieve  com- 
prehensive integration  of  strategic  and 
operational  planning,  budgeting  and 
operational  management  of  the  VA 
health  care  system  consistent  with  the 
VA  National  Health  Care  Plan. 


SDVT  Service  Disabled  Veterans 
Insurance: 

The  fund  financing  claim  payments  on 
non-participating  policies  issued  to 
service-disabled  veterans  who  ser\ed 
in  the  Armed  Forces  after  April  25, 
1951.  The  program  provides  insur- 
ance coverage  for  service-disabled 
veterans  at  standard  rates.  Claim  pay- 
ments exceed  premium  receipts  each 
year.  Funds  are  derived  mainly  from 
premiums  and  payments  from  the 
Veterans  Insurance  and  Indemnities 
appropriation. 

Secondary  Care: 

Therapy  for  acute  short-term  illness  or 
injury. 

SF.RP  Systematic  External  Review 
Program: 

VA's  ongoing  system  of  peer  review 
used  to  evaluate  quality. 

Service-Connected  Patient: 

A  veteran  with  conditions  resulting 
from  illness  or  injuries  sustained  dur- 
ing military  service. 


SSA  Social  Security  Administration: 
The  governmental  entity  responsible  for 
the  administration  of  SSI  (see  below). 

SSI  Supplemental  Security  Income: 
Social  Security  counterpart  to  veter- 
ans' Pension  Program. 

Suppressed  Demand: 

The  difference  between  the  expected 
workload  of  a  given  health  care  setting 
and  the  actual  workload.  Suppressed 
demand  results  from  inadequate  operat- 
ing resources  and  is  manifested  by  tum- 
aways  and  unmet  needs. 

SCVA  Senate  Committee  on  Veterans 
Affair 


Tertiary  Care: 

Definitive  therapy  for  major  illness  or 
injurs,  utilizing  specialized  profes- 
sional skills  and  techniques. 


Under  Secretary  of  Health: 
Title  of  head  of  the  Veterans  Health 
Administration  (VHA)  (formerly 
Chief  Medical  Director  (CMDl); 
reports  to  the  Secretary  of  the 
Department  of  Veterans  Affairs. 

Unmet  Need: 

The  difference  between  the  health  care 
needs  of  a  population  and  the  health 
care  services  actually  delivered. 

USGLIF  U.S.  Government  Life 
Insurance: 

Trust  fund  started  in  1919  as  the 
financing  mechanism  for  converted 
insurance  issued  under  War  Risk 
Insurance  Act  of  September  2.  1914, 
as  amended.  Closed  to  new  issues 
April,  1951.  Income  is  derived  from 
interest  on  investments  and  transfers 
from  Veterans  Insurance  and 
Indemnities  appropriation. 
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VA  Department  of  Veterans  Affairs: 

formerly.  Veterans  Administration. 

VACO  Veterans  Affairs  Central  Office: 

The  headquarters  for  the  operation  of 
Department  of  Veterans  Affairs  pro- 
grams located  in  Washington,  DC. 

VAMC  Veterans  Affairs  Medical  Center: 

One  of  the  171  hospitals  dedicated  to 
adrrunistering  veterans'  health  benefits. 

VBA  Veterans  Benefits  Administration: 

The  Veterans  Affairs  component-  that 
administers  the  VA's  non-medical 
benefits  and  services  to  veterans  and 
their  dependents  (formerly  VA's 
Department  of  Veterans  Benefits). 

Veterans'  industries: 

Programs  devoted  to  enhancing 
impaired  veterans'  independent  liv- 
ing skills 

VFW  Veterans  of  Foreign  Wars  of  the 
United  States: 

A  veterans  service  organization  and 
co-author  of  the  Independent  Budget. 

VHA  Veterans  Health  Administration: 

The  VA  agency  responsible  for  deliv- 
ery of  medical  care:  formerly. 
Veterans  Health  Service  and  Research 
Administration  and  Department  of 
Medicine  and  Surgery. 

VI&I  Veterans  Insurance  and 
Indemnities: 

The  appropriation  that  provides  pay- 
ment for  extra  hazard  costs  to  the 
National  Service  Life  Insurance. 
United  States  Government  Life 
Insurance,  supplements  the  Service- 
Disabled  Veterans  Insurance  Fund 
and  provides  direct  payment  to  poli- 
cyholders; also  provides  funds  for 
expenses  of  the  Veterans  Mortgage 
Life  Insurance  Program. 


VMLI  Veterans  Mortgage  Life  Insurance 
Program: 

A  program  funded  by  the  Veterans 
Insurance  and  Indemnities  appropria- 
tion. The  program  provides  $40,000 
in  mortgage  life  insurance  to  individu- 
als who  have  received  a  grant  for  spe- 
cially adapted  housing.  Policies  are 
issued  at  standard  premium  rates  to 
individuals  who  are  considered  health 
risks. 

VR&C  Vocational  Rehabilitation  and 

Counseling: 

The  component  of  the   Veterans 

Benefits  Administration  that  assists 

veterans  who  have  service-connected 

disabilities. 

VS  Veterans  Services: 
The  component  of  the  Veterans 
Benefits  Administration  that  provides 
information,  advice  and  assistance 
regarding  benefits  to  veterans  and 
their  dependents  and  survivors. 

VSO  Veterans  Service  Organization: 

An  organization  advocating  the  rights 
of  veterans. 
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The  following  paper  responds  to  interac- 
tions between  Bush  Administration  staff 
representing  the  White  House. 
Department  of  Health  and  Human  Services. 
Department  of  Veterans  Affairs,  and  Office  of 
Management  and  Budget,  and  the  VSOs. 

The  Bush  Administration  invited  VSO  rep- 
resentatives to  the  White  House  on  October  6. 
1992.  to  discuss  VA's  accommodation  in  the 
Bush  Administration's  Health  Reform 
Proposal.  This  meeting  promised  to  be  the 
first  of  a  series  intended  to  elicit  VSO  recom- 
mendations for  maintaining  VA's  extensive 
medical  care  system  and  ensuring  veterans' 
equal  access  to  a  reformed  private-sector  sys- 
tem. The  Administration's  delegation  also 
promised  to  meet  separately  with  the 
Independent  Budget  co-authors  IBVSOs  to 
discuss  ideas  for  FY  1994  budget  and  manage- 
ment initiatives.  That  proposed  meeting  was 
the  impetus  for  this  paper. 

VA  offered  to  implement  the 
VA/VSO/OMB  "technical  working  group"  pro- 
posed at  the  White  House.  The  group's  purpose- 
was  to  advise  the  Bush  Administration  on  veter- 
ans' concerns  for  the  Administration's  health 
system  reform  efforts.  Independent  Budget  core 
staff  met  with  Office  of  Public  Liaison  staff 
immediately  following  the  election.  At  that 
time.  Independent  Budget  core  staff  offered 
this  paper  as  a  prelude  to  a  "higher  level" 
interaction.  which  they  asked  the 
Administration's  representative  to  facilitate. 
They  again  expressed  the  desire  for  the  forma- 
tion of  a  "technical  working  group"  to  estab- 
lish the  precedent  for  inter-agency  planning 
with  the  Clinton  administration. 

Although  neither  meeting  convened,  the 
IBVSOs  hope  that  these  interactions  with  the 
outgoing  Administration  have  demonstrated  a 
VSO  interest  in  participating  in  VA  strategic 


planning  efforts.  The  IBVSOs  hope  that  the 
new  Administration  its  predecessors'  intent  for- 
ward and  formally  establish  and  convene  both 
an  IBVSO  budget  briefing  and  a  VA  strategic 
planning  advisory  group. 

FY  1994  Independent  Budget 
Highlights  for  Office  of 
Management  and  Budget 

For  the  last  seven  years,  four  veterans  service 
organizations — AMVETS.  Disabled 
American  Veterans.  Paralyzed  Veterans  of 
America,  and  Veterans  of  Foreign  Wars  of  the 
United  States  of  America — have  assessed  the 
fiscal  needs  of  Department  of  Veterans 
Altairs'  programs.  Every  year,  the 
Independent  Budget  co-authors  present  this 
assessment  to  Congress  as  a  counterpoint  to 
the  Administration's  budget  request. 

While  the  Independent  Budget  staff  will 
continue  to  develop  initiatives  for  funding  and 
managing  Veterans  Benefits  Programs  and 
departmental  administration,  this  paper  focuses 
on  the  needs  of  Medical  Programs.  The  VA 
medical  system  stands  at  a  crossroads.  The  need 
has  never  been  more  critical  for  strong  executive 
leadership  in  management  and  funding  deci- 
sions that  will  invigorate  the  system  and  restore 
its  prominence  as  a  national  health  care  provider. 
The  points  below  highlight  some  reasons  the 
IBVSOs  view,  with  urgency,  OMB's  support  for 
establishing  a  responsible  program  for  funding 
and  managing  the  VA  medical  system. 

Entitlement  reform  for  VA  medical  care  ben- 
efits is  essential. 

Entitlement  reform  will  allow  VA  to  identi- 
fy and  plan  for  a  core  beneficiary  population.  A 
registry  will  enable  VA  to  enumerate  its  popula- 
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tion  and  justify  a  budget  adequate  to  deliver  care 
to  this  population.  It  will  enhance  VA's  ability 
to  define  its  relationships  with  other  federal 
agencies.  Finally,  it  could  remove  administra- 
tive barriers  to  VA's  equitable  care  delivery  in 
the  most  appropriate  care  settings.  Offering  an 
entitled  veteran  population  the  full  range  of 
health  care  services,  including  preventive  and 
long-term  care,  that  the  Commission  on  the 
Future  of  Veterans  Health  Care  recommended, 
allows  optimally  efficient  and  cost-effective 
delivery  of  care  to  veterans.  The  Administration 
should  concern  itself  with  removing  constraints 
on  providing  the  most  appropriate,  highest  qual- 
ity care. 

Changes  in  entitlement  criteria  for  VA  med- 
ical care  benefits  should  enfranchise  cata- 
strophically  ill  or  injured  non-service-con- 
nected veterans. 

Currently,  to  be  entitled  to  VA  medical 
care,  veterans  must  "spend  down"  to  meet  the 
asset  requirement  for  medical  indigence.  This  is 
inefficient  for  veterans  and  the  VA  system.  VA 
should  be  able  to  treat  a  catastrophic  illness  or 
injury  from  its  acute  phase  through  its  rehabili- 
tative phase,  or  through  the  span  of  disease 
This  avoids  spousal  impoverishment  and  allows 
VA  to  provide  more  efficient  care. 

Inadequate  appropriations  since  FY  1988 
have  eroded  the  VA  system. 

VA  substantially  reduced  the  number  of 
patients  treated  in  its  operated  and  sponsored 
nursing  homes  and  hospitals  over  the  four-year 
period  from  FY  1988  to  FY  1992.  These  work- 
load indicators'  decline  has  come  primarily 
from  the  drastic  curtailment  of  community- 
sponsored  care.  VA  has  not  recovered  the 
workload  lost  in  community  facilities  in  its  own 
facilities  despite  the  intensive  and  chronic  care 
needs  in  the  aging  veteran  population  which 
cause  greater  need  for  VA  care. 


VA  faces  a  billion-dollar  backlog  in  needed 
medical  equipment. 

Redirecting  funding  from  its  original  pur- 
pose and  the  lack  of  a  reliable  medical  equip- 
ment tracking  system  have  created  a  backlog  of 
new  and  replacement  equipment.  The  backlog 
ot  unpurchased  equipment  compromises  VA's 
ability  to  provide  high-quality  care.  Without 
"state-of-the-art"  facilities,  VA  je'opardi/es  its 
relationships  with  academic  affiliations  and 
provides  substandard  care  to  veterans.  VA  must 
systematically  identify  and  eliminate  the  backlog. 

VA  faces  another  billion-dollar  backlog  in 
non-recurring  maintenance. 

Without  an  adequate  physical  plant.  VA 
will  continue  to  suffer  from  a  negative  public 
image.  Already  some  facilities  risk  their  Joint 
Commission  for  the  Accreditation  of  Healthcare 
Organizations  (JCAHO)  accreditation  because 
they  cannot  afford  to  meet  safety  and  fire  stan- 
dards applied  to  private  sector  facilities. 
Hospital  directors  routinely  divert  funds  from 
essential  repairs  to  provide  patient  care. 
Appropriations  must  be  adequate  for  mainte- 
nance and  repair  needs. 

The  medical  care  inflation  factor  has  been 
historically  inadequate  to  support  costs  expe- 
rienced in  the  private  sector. 

For  the  last  four  fiscal  years,  the  medical 
inflation  rate  in  VA's  budget  estimates  has  been, 
on  average.  1 .5  percent  below  the  rates  it  actual- 
ly has  had  to  accommodate  in  the  private  sector. 
In  FY  1991,  VA's  medical  care  inflation  rate 
was  2.2  percent  below  the  the  private  sector's 
inflation  rate.  While  VA's  labor  cost  growth 
is  "capped"  at  the  payraise  rate  that  Congress 
enacted  (with  certain  locality  pay  initiatives  to 
enhance  recruitment  and  retention  efforts).  VA 
has  only  limited  control  over  the  prices  it  can 
negotiate  in  the  private  sector  for  non-payroll 
medical  care  items.  A  medical  care  inflation 
factor  that  fails  to  account  for  the  economy  in 
which  it  operates  translates  to  VA's  inability 
to  furnish  its  system  with  sufficient  medical 
supplies,  pharmaceuticals,  equipment,  fee- 
based  care,  and  private-sector  medical  care 
contracts.  It  also  forces  VA  to  redirect  funds 
from  other  purposes. 
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VA  must  strategically  restructure  its 
resources  to  prepare  for  the  future. 

W  ithoul  redefining  its  medical  centers'  mis- 
sions and  redistributing  resources.  VA  cannot 
effective!)  accommodate  veterans'  future  needs. 
Specifically,  VA  must  concentrate  its  resources 
in  specialized  and  geriatric  care  programs. 
VA's  specialized  programs  tor  prosthetics.  Mind 
rehabilitation,  spinal  cord  injury  treatment,  and 
treatment  fot  post-traumatic  stress  disorder  and 
psycho-social  disorders  are  unparalleled  in  the 
private  sector.  VA  should  be  restructured  to 
place  greater  emphasis  on  long  term  and  sus 
taming  care  delivered  in  non-institutional  set- 
tings. Realigning  system  resources  is  essential 
it  VA  is  to  adjust  to  the  aging  of  the  \eteran 
population  and  fulfill  its  responsibilities  within  a 
reformed  national  health  care  system 

Demographic  need,  in  conjunction  with  mis- 
sion conversions,  should  dictate  VA  resource 
distribution  and  its  construction  program. 

VA  management  should  implement  .1  sys- 
tematic allocation  model,  such  as  the  Resource 
Planning  Methodology  or  the  recommendations 
of  the  Commission  on  the  Future  Structure  of 
Veterans  Health  Care. 


Changes  in  the  construction  program  are 
critical  to  maximizing  the  tax  dollar  and  its 
benefit  to  veterans. 

By  restructuring  its  Office  of  Facilities,  VA 

is  moving  in  the  right  direction.  VA  should. 
however,  further  implement  private-sectoi  prac 
tices  and  apply  private-sector  standards  to  its 
construction  projects,  uhich  would  reduce  the 
average  length  of  time  and  cost  per  project. 

Mandatory  spending  accounts  should  fund 
appropriations  for  administering  veterans' 
entitled  benefits. 

Adequate  funding  will  allow  the  Veterans 
Benefits  Administration  to  recruit  or  retain 
enough  well-trained  employees  to  ensure  timely 
claims  adjudication. 

Reasonable  timeliness  standards  must  apply 
to  the  administration  of  benefits  and  sen  ices. 

Veterans'  entitlements  and  their  timely  and 
accurate  delivery  arc  inseparable.  Only  a  mini- 
mum timeliness  standard  for  adjudicating  bene- 
fits claims  and  providing  vocational  rehabilita- 
tion services  will  assure  veterans  adequate 
deliver)  ol  their  entitled  benefits. 


The  VA  medical  system  is  ideal  for  health 
services  and  outcomes  research. 

As  the  nation  attempts  to  reform  many 
aspects  ol  its  financing  and  delivery  systems. 
VA  can  serve  as  a  prototype  for  testing  the 
effectiveness  of  managed  care  arrangements. 
Because  the  veteran  population  is  twenty-three 
years  older  than  the  American  population  at 
large.  VA  is  also  ideally  suited  to  assess  high- 
quality,  cost-effective  long-term  care  options. 

\  \  can  and  should  be  a  part  of  the  solution 
to  the  national  health  care  crisis. 

VA  is  an  immense  national  resource  Any 
proposal  for  national  health  care  reform  should 
incorporate  VA. 


246 


aauajaiuo^ 
f66l  Ad 


papuaujiucnay 

ddy  atoua$ 

P661  Ad 


papuaiuujooay 

ddy  asno^ 

C661  Ad 


papuaujuuoDay 

VADS 

P661  Ad 


papuawuucoay 

VADH 

P661  Ad 


IpasiAaj)  (sanbay 

3AI(DJ(SIUIUJpV 

C661  Ad 


(sanbay 

3M|Oj)Siunupy 

V 66  I  Ad 


uonDudojddy 

papuauiujoDay  g| 

?66l  Ad 


pAa-)  paDiAjag 
luajjn^  gi 
C661  Ad 


iiE 

is  I 

III 

Jl  I 


1 u 

•E     E    <     ? 


if  n rial 

£     £      *    "v*      §     ■£"    C     < 

E    ~S     £     ft>     c     o^-c 
JJJJJiSh* 


S  S  S  I  o 


I  "8 


S  5  J  -S  - 

1  2  §.  S  £ 

o  o  9   ^  V 

c  e  o  _s  J 

£  £  ?  x  e 

§  §  ■*    2  S 

u  u  £  O  O 


247 


Index 


151 


Accreditation  Council  of  Graduate 

Medical  Education  (ACGME), 

27.  80.  107 
Adjudication.  44 
Adiusied  Service  and  Dependence 

Pay.  35 
Adult  Day  Health  Care  (ADHC),  25. 

97 
Advance  Planning  Fund. 

Construction.  I  22 
Advisory   Committee   on    Health 

Research  Policy  (ACHRP),  27. 

112 
Affiliated  Teaching  Programs.  23.  68. 

78-9 
AIDS,  Caseload.  67 
AIDS  Training.  27.  108 
All    Volunteer    Force    Education 

Assistance.  37 
Association  of  American  Medical 

Colleges,  79 
Automated  Data  Processing  (ADP) 

Systems  Management,  VBA,  46. 

48.49 
Automated  Management  Information 

System  (AMIS).  77 


Bed  Conversions,  Nursing  Home,  24. 

65 
Beneficiary  Travel,  22.  76 

Benefits  Programs.  34-42 

Blind     Veterans     Rehabilitation 

Program.  27.  106 
"Blueprint  for  Quality".  78,  I  13 
Board  of  Veterans'  Appeals  (BVA|. 

20.  32.  56-58 
Budget  Enforcement  Act  of  1990 

(BEA).  69.  70 
Burial  Benefits.  34-5.  36-7 


Cannibalization,  Medical  Care,  12.  65 
Career  Development  Program.  1 10 
Career   Field   and   Service   Chief 

Development  Training.  27.  108 
Carry-over,  Unspent  Medical  Care 

Funding,  31,  69 
Category  A  Veterans  Entitlement 

Clarification.  13 
CIA    Retirement    and    Disability 

System,  35 
Claims  Backlog.  44 
Community  Residential  Care.  25.  97 
Compensation,  34 
Compensation  and  Pension  Caseload, 

35 
Compensation  and  Pension  Exams. 

3 1 .  70 
Compensation  and  Pensions.  34-7.  47. 

50.  53 
Construction.  Major,  24.  30,  66,  118. 

I  19.  120.  121.  122-3 
Construction,  Medical  Care.  94 
Construction.  Minor.  30.   1  IS.   I  19, 

121,  123-4 
Construction  Program.  I  IS  124 
Contract    Physician    Malpractice 

Insurance,  32.  79-S0 
Contracting  Officer  Certification 

Program  (COCP),  27.  105 
Cost  of  Living  Allowance  (COLA). 

13 
Court  of  Veterans  Appeals  (CVA),  20. 

44.  53,  56.  62 
Credit  Reform.  40 
Current    Services.    Medical    and 

Miscellaneous  Operating  Expenses 

(MAMOE),  115-6 
Current  Services,  Medical  Care.  SI. 

83,  85 
Current     Services.     Medical     and 

Prosthetic  Research.  I  I  I 


Decentralized  Hospital  Computer 

Program  (DHCP).  27.  66.  76.  108 
Department  of  Defense  (DOD).  22. 

27.  37.  59.  69.  74,  76,  77,  84,  oil. 

104 
Dependency        and         Indemnity 

Compensation  (DIC),  18,  35 
Dependency         and         Indemnity 

Compensation  Reform  Act  ol 

1992.  38,  39 
"Design-Build"  Process,  120.  121 
Design  Fund,  Construction.  1  22 
"Design  to  Cost".  122,29 
Disabled    Transition    Assistance 

Program  (DTAP).  24,  26,  50,  90. 

103 
Domiciliary  Care.  24,  88 
Domiciliary    Care    for    Homeless 

Veterans,  99.  100. 
Drop-In  Centers.  99 


Education  Benefits.  50.  53 
Eligibility  Reform  (See  Entitlement 

Reform  I 
Emergency  Medical  Treatment  and 

Active  Labor  Act  of  1986.  71-72 
Emergency  Preparedness.  60 
Enhanced  Use  Leasing.  24.  29.  94. 

122 
Entitlement  and  Eligibility  Criteria.  87 
Entitlement  Reform.  2 1 .  3 1 .  68.  70- 1 
Equipment  Backlog,  Medical,  22.  27. 

66.76.  109 
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Facility  Activations.  Medical,  23,  85 
Facility    Development    Planning 

Program  (FDPP).  29.  118,  121 
Facility  Development  Plans  (FDP), 

118 
Federal    Average    Market    Price 

(FAMP),  85 
Federal  Credit  Reform  Act  of  1990, 

40 
Federal  Emergency  Management 

Agency  (FEMA),  69 
Financial  Assistance  Program  (FAP). 

116 
Five  Year  Facility  Development  Plan. 

122 


General  Administration  (GA).  45,  1 19 

General  Counsel,  18,  158 

General  Operating  Expenses  (GOE), 

18,44-60,  118.  123 
Geographic  Service  Areas  (GSA),  21, 

22,75 
Geriatric  Evaluation  and  Management 

(GEM)  Units,  25,  91,98, 
Geriatric  Research  Education  and 

Clinical  Centers  (GRECCs),  25, 

86.  98,  100 
Grants  for  the  Construction  of  State 

Extended  Care  Facilities,  30,  124 
Grants  for  the  Construction  of  State 

Veterans  Cemeteries.  30,  118, 

124 
Grants  to  Republic  of  Philippines,  27, 

117 
"Guaranteed  Maximum  Price"  (GM), 

29,  120,  121 
Guaranty  and  Indemnity  Fund,  40 
Guiding  Principles,  Independent 

Budget,  1 3-4 


Health  Care  Financing  Administration 

(HCFA).  22.  77 
Health  Care  for  Homeless  Veterans, 

99 
Health  Care  System,  VA  Planning,  75 
Health  Professional   Scholarship 

Program,  1 1 5 
Health  Professionals  Educational 

Assistance  Program  (formerly  the 

Health  Professional  Scholarship 

Program),  1 16-7 
Health  Services  Research,  27,  113 
Home  Loan  Guaranty  Program,  18,  40 
Homeless  Chronically  Mentally  III 

(HCMI)  Veterans  Program,  26, 

99,  100.  101 
Hospice  Care,  25,  32,  96,  97,  98, 
Hospital-Based  Home  Care  (HBHC), 

25,  96-7, 
Hospital  Inpatient  Care,  23,  87 


Inflation,  Medical  Care,  23,  84 
Information  Resources  Management, 

18,77 
Intermediate  Care.  24.  88 


Joint  Commission  on  the 
Accreditation  of  Healthcare 
Organizations  (JCAHO),  78,  109 


Legislative  Proposals,  Independent 

Budget,  3 1 
Loan  Guaranty  FTEEs,  54 
Loan   Guaranty    Revolving   Fund 

(LGRF).  40 
Loan  Guaranty  Staffing  Level,  54 
Loan  Guaranty.  Workload.  54-5 


Long-Term  Care.  21,  24,  73,  91 
Long-term  Care.  Non-Institutional, 

25,96 
Long-term  Psychiatric  Care  Program, 

26,  101 


Medicaid  Prudent  Purchasing  Act,  84 
Medical       Administration       and 

Miscellaneous  Operating 

Expenses  (MAMOE),  27,  113- 

116,  119.  121,  123 
Medical  and  Prosthetic  Research,  27, 

109-113 
Medical  and  Prosthetic  Research 

Independent  Budget 

Recommended  Appropriation, 

111 
Medical  Care,  Appropriation,  21,  31, 

64,94,  110 
Medical  Care,  Independent  Budget 

Recommended  Appropriation,  84 
Medical  Malpractice  Costs,  79 
Medical     Malpractice     Liability 

Exemption,  23,  79-80 
Medical  Research,  27,  109-1 13 
Memorandum  No.  2,  1 18.  78.  79 
Mission    Commission    (see    VA 

Commission    on    the    Future 

Structure  of  Veterans  Health 

Care) 
Mobile  Clinic  Health  Care  Pilot 

Program,  89 
Mortgage  Insurance,  35 
Multi-Level     Long     Term    Care 

Programs,  25,  98 


National  Cemetery  System  (NCS),  20, 
22,30.32,34,59-60,77,  121 

National  Cemetery  System 
Construction  Proposal.  124 

National  Center  for  Preventive 
Health.  90 


249 


153 


National  Emergence   Disaster  System 

(NEDS).  69 
National  Health  Care  Plan  (NHCP). 

22,  75.  77 
National  Nursing  Home  Survey.  92 
National   Service  Life   Insurance 

(NSLI),39 
National        Vietnam        Veterans 

Readjustment  Study.  102 
Non-Recurring  Maintenance  and 

Repair.  27.  109 
Nurse  Pay  Act  ol  1440.  23.  79.  83 
Nursing  Home  Bed  Conversions.  93 
Nursing  Home  Care.  VA,  24.  92.  93 
Nursing  Home,  Community,  25.  92. 

96 
Nursing  Home  Construction.  94 
Nursing  Home.  Leasing.  25.  94 
Nursing  Home.  State.  25.  92.  95 
Nursing  Shortage.  79 


"Ob\  late  the  Need".  71 

Office  of  Facilities.  VA.  29.  1 13.  1 15. 

116.  1211.  122. 
Office  of  Management  and  Budget 

(OMB).  3.  44.  53.  64.  84.  85.  92. 

110.  Ill 
Office  of  the  Associate  Chief  Medical 

Director      for      Construction 

Management.  I  19 
Office  of  the   Inspector  General 

(OIG).  20.  59 
Omnibus  Budget  Reconciliation  Act 

of  1990  (OBRA).  18.35.40.84 
Outpatient  Care.  21.  24.  73,  89 


Parking  Garage  Revolving  Fund,  30, 

124 
Patient  Health  Education  iPHE).  24. 

91 
Patient  Treatment  File.  77.  90 
Payroll.  Medical  Care.  23,  83-4 


Pensions,  34 

Persian  Gulf  War  Veterans.  27,  69, 

104 
Pharmaceutical  Unit  Dose  Program. 

23,27,  108 
Physician  Assistant  (PA).  23.  31.  80 
Physician  Assistant  Shortages,  so 
Physk  i.in  Incentive  Pay,  hs.  83 
Physician  Shortages,  83 
Post-Traumatic  Stress  Disorder,  26, 

102 
Preventive  Health  Care  Services 

Program.  89 
Preventive  Medicine  (PM)  Program. 

24.90 
Product  Price  Index  (PPI).  85 
Prosthetics  and  Sensory   Aids  Service 

(P&SAS).  27 
Prosthetics  Improvement  Implementa- 
tion Plan  (PUP).  27.  105 
Public  Health  Service.  84 


Quality  of  VA  Care.  22.  78 


Rationing.  VA  Medical  Care.  6" 
Readjustment  Benefits.  18.  37 
Rehabilitation  Research.  27,  I  13 
Residents/Fellowships.  High  Demand 

Specialties,  27 
Resource  Allocation  Methodology 

(RAM).  22,  75.  77 
Resource   Planning   Methodology 

(RPMi.  22.  75 
Respite  Care.  25.  96.  97.  98 


Satellite  Television  Education,  27, 

108 
Service  Disabled  Veterans  Insurance 

(SDVli.  38.  39,  52 
Servicemen's  Group  Life  Insurance 

(SGLI).  39,  52 
Sharing  Agreements.  2 1 .  68.  74 
Social  Security  Administration  (SSA). 

::.  35,77 

Special  Allowance  for  Dependents. 

35 
Special    Assistance   to    Disabled 

Veterans  (Automobile  Grants  and 

Adaptive  Equipment  I.  31.  38 
Special    Assistance    to    Disabled 

Veterans.  (Housing  Grants  I.  37 
Special    Assistance    to    Disabled 

Veterans.  (Vocational 

Rehabilitation).  37 
Special  Medical  Advisory  Group 

(SMAG),  23.  79 
Spinal  Cord  Dysfunction.  27 
Spinal  Cord  Injury  (SCI)  Geriatric 

Research,  Education  and  Clinical 

Center.  106 
State  Approving  Agencies.  38 
Substance  Abuse  Initiatives.  26.  101 
Summary    of    Recommendations, 

Independent  Budget,  18-30 
Supplemental     Service-Disabled 

Veterans  Insurance  tSSDVI),  39 
Support  Services  (GOE),  55 


Telephone  Survey  Results.  65 
Transition  Assistance  Program  (TAP). 

24.26.50.90.  103.  104 
Tuition  Reimbursement  Program.  27, 

107-8 


154 


250 


United   States   Government   Life 

Insurance,  39 
United   States   Government   Life 

Insurance,  39 


VA  Advisory  Committee  on  Women 

Veterans,  89,  103,  104 
VA   Commission   on   the   Future 

Structure  of  Veterans  Health 

Care,  10,21,29.75,98.  120.  121 
VA  Supported  Housing  (VASH) 

Program,  99 
VA  Volunteer  Service.  1 1.  68 
Veteran's  Group  Life  Insurance 

(VGLI).  52 
Veterans  Benefits  Administration 

(VBA).  16,  18,  36,  44.  45.  46-8, 

70,77 
Veterans  Benefits  Amendments  of 

1989,40 
Veterans     Benefits     Counselors 

(VBCs),  50 
Veterans  Health  Care  Amendments  of 

1986.69 
Veterans  Industries.  26.  32,  99,  101-2 
Veterans  Insurance  and  Indemnities. 

38-40,  52-3 
Veterans    Judicial     Review     Act 

(VJRA),  56,  62 
Veterans  Mortgage  Life  Insurance 

(VMLI).  39,  52 
Veterans  Reopened  Insurance.  39 
Veterans  Services,  18,  47,  50 
Veterans  Special  Life  Insurance,  39 
Visual  Impairment  Services  Team 

(VIST),  106 
Vocational     and     Rehabilitative 

Services,  18 
Vocational     Rehabilitation     and 

Counseling  (VR&C).  51-2 


Whistleblower  Protection  Act,  31,  78 
Women's  Health  Services,  26,  102-4 
Women  Veteran's  Health  Equality 

Act.  103 
Women  Veterans  Coordinator,  24,  26, 

90 
Workload  Targets.  Medical,  75 


251 


NCOA 


Non  Commissioned  Officers  Association  of  the  United  States  of  America 

225  N.  Washington  Street     •     Alexandria,  Virginia  22314     •     Telephone  (703)  549-0311 


STATEMENT  OF 

RICHARD  W.  JOHNSON 

EXECUTIVE  DIRECTOR  OF  GOVERNMENT  AFFAIRS 

BEFORE 

COMMITTEE  ON  VETERANS  AFFAIRS 

U.  S.  HOUSE  OF  REPRESENTATIVES 

FIRST  SESSION,  103D  CONGRESS 

ON  THE 

FISCAL  YEAR  1994  BUDGET  PROPOSAL 

FOR  VETERANS  AFFAIRS 

MARCH  18,  1993 


Chartered  by  the  United  States  Congress 


252 


Mr.  Chairman,  the  Non  Commissioned  Officers  Association  (NCOA)  is  sincerely  grateful  to 
the  committee  for  this  opportunity  to  comment  on  budget  proposals  for  fiscal  year  1994.    It  is 
difficult  to  specifically  address  many  of  the  issues  concerning  NCOA  in  the  absence  of  a 
specific  budget  proposal  from  the  president.    Accordingly,  NCOA  will  address  the  budget  in 
general  terms. 


SACRIFICE 

The  universal  theme  that  binds  together  the  Non  Commissioned  Officers  Association  is 
service  to  the  nation.    A  major  part  of  that  service  is  sacrifice.    For  the  active  servicemember, 
that  sacrifice  manifests  in  family  separations,  frequent  moves,  hazardous  duty,  occasionally 
poor  living  conditions,  etc.    For  veterans  the  sacrifices  too  often  are  personal  health  and 
economic  well-being.    Yet,  for  all  the  sacrifices  they  have  already  made,  veterans  and  military 
personnel  remain  ready  to  do  more  if  what  they  are  asked  to  do  is  perceived  as  fair. 

Unfortunately,  Mr.  Clinton  seems  to  have  focused  his  economic  reforms  on  items  the 
military  would  refer  to  as  "targets  of  opportunity"  because  of  their  visibility.  As  a  result  his 
economic  plan  places  a  disproportionate  burden  on  the  veterans  community. 


VETERANS 

Mr.  Chairman,  veterans  spending  is  not  responsible  for  the  deficit.    If  anything 
veterans  have  already  contributed  more  than  their  fair  share  to  deficit  reduction  over  the 
years.    Veterans  programs  and  services  suffered  more  than  $5  billion  dollars  in  real  cuts 
under  the  provisions  of  the  Omnibus  Budget  Reconciliation  Act  of  1990.    The  charts  that 
follow  paint  a  grim  picture  of  how  veterans  have  been  treated  in  recent  years. 


Social  Welfare  Programs 

Federal  Outlays  In  Billion*  of  Constant  1991  Dollars 


Health 

I  .Education 
and  Training 
—    \  Programs 
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Source:  Congressional  Research  Service. 

The  chart  above  demonstrates  with  crystal  clarity  the  decreasing  priority  placed  on 
veterans  spending.    Once  ranked  third  behind  social  security  and  income  security  spending, 
veterans  programs  and  services  now  rank  sixth.    Medicare,  non-veteran  health  care  and  non- 
veteran  education  benefits  all  now  exceed  outlays  on  veterans. 
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The  chart  below  catalogs  a  constant  spending  reduction  in  veterans  programs 
beginning  in  1977.    Overall,  veterans  spending  has  declined  from  more  than  4  percent  of 
federal  outlays  to  less  than  3  percent. 

Total  Federal  Outlays  and  Veterans'  as  a 
Percent  of  Total  Outlays 
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Over  the  past  ten  years  virtually  every  major  support  program  for  veterans  has  been 
cut  to  accomplish  these  savings.    User  fees  have  been  added  in  education,  home  loan 
guaranty  and  medical  care  programs.    Restrictions  have  been  placed  on  eligibility  for 
medical  care  services,  vocational  rehabilitation,  burial  and  grave  marker  eligibility. 
Even  benefits  for  veterans  disabled  by  service  have  been  eroded. 


MEDICAL  CARE 

Perhaps  the  greatest  loss  over  the  years  has  been  in  the  medical  care  arena.    Eligibility 
based  on  old  age  was  terminated  in  1986  leaving  many  elderly  veterans  to  fend  for 
themselves  in  finding  alternative  insurance.    Medical  care  for  other  veterans  is  now  means 
tested.    Altogether,  hundreds  of  thousands  of  veterans  have  been  denied  promised  medical 
care.    Those  who  remain  eligible  must  contend  with  a  system  degraded  by  infrastructure 
erosion,  limited  funding  and  staffing  problems. 


Total  Federal  Outlays  for  Health, 
Medicare  and  Veterans'  Health  Programs 


Fiscal  Year  1970  and  Ftacal  Yw 
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As  shown  in  the  chart  above,  veterans  health  care  spending  has  declined  steadily  from 
11.4  percent  of  federal  health  care  outlays  to  less  than  6  percent.    To  his  credit,  Mr.  Clinton 
has  proposed  new  spending  that  will  begin  to  restore  medical  center  facilities,  replace 
outdated  equipment  and  perform  overdue  maintenance,  but  it  will  cost  far  more  than  he  has 
proposed  to  accomplish  this  task. 


68-251  0-93-9 
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Concurrently,  the  President  proposes  a  four  year  improved  management/prospective 
payment  saving  of  $  1  billion.    Combined  with  extensions  in  medical  care  cost  recovery 
(billing  private  insurance  for  care  given  in  veterans  hospitals)  and  co-payments  from  veterans 
for  prescription  medications,  the  President  intends  to  create  a  savings  of  $2.17  billion. 

Mr.  Chairman,  a  $1  billion  management  savings  is  a  "smoke  and  mirrors"  goal  which 
will  eventually  result  in  a  decline  in  services  to  veterans.    The  other  Clinton  savings  proposals 
will  affect  veterans  more  directly  as  insurance  companies  adjust  their  premiums  to  account  for 
payments  to  veterans  hospitals  and  as  a  direct  tax  on  those  in  need  of  prescription 
medications. 

Altogether,  Mr.  Clinton's  economic  plan  proposes  a  $54  million  net  improvement  in 
medical  care  for  veterans  over  the  next  four  years.    Clearly  this  is  disproportionate  to  the 
President's  proposed  spending  on  non-veterans  medical  care. 

It  is  difficult  to  offer  the  committee  specific  recommendations  regarding  the 
medical  care  budget  for  veterans  without  having  seen  the  administration's  proposal.  We 
can  only  urge  the  committee  to  examine  carefully  the  trend  that  has  existed  in  degrading 
veterans  health  care  and  ask  the  committee  to  take  active  steps  to  reverse  that  trend.  At 
the  same  time  NCOA  commends  to  the  attention  of  the  committee  the  Independent 
Budget  of  Veterans  Organizations  and  suggests  that  it  would  be  a  superb  guide  in  setting 
funding  levels. 

As  a  final  note,  it  has  been  widely  rumored  in  recent  weeks  that  the  administration 
budget  will  propose  a  significant  reduction  in  research  funding  and  a  transfer  of  that  funding 
from  medical  care  to  general  operating  expenses.    The  committee  need  not  be  reminded  of  the 
significant  accomplishments  of  veterans  research.   Joint  replacements,  prosthetic  devices, 
spinal  cord  injury  treatment,  organ  transplantation,  immunology,  and  nearly  every  other 
medical  specialty  has  benefited  from  research  done  in  veterans  hospitals.    It  would  be 
criminal  to  encumber  these  programs  by  reducing  or  transferring  their  funding. 

BENEFIT  PROGRAMS 


As  demonstrated  above,  in  overall  veterans  spending  and  in  medical  care,  veterans  are 
not  responsible  for  the  deficit.    Overall  department  spending  has  declined,  medical  care 
spending  has  declined.    The  chart  below  tells  an  even  more  surprising  story.    Only  veterans 
disability  compensation  has  increased  over  the  past  seven  years  but  even  it  did  not  keep  pace 
with  the  average  increase  in  the  consumer  price  index.    Over  the  same  period  pensions  for 
indigent  veterans  declined  almost  one  percent  and  education  benefits  declined  2.6  percent. 
Moreover,  the  chart  does  not  cover  benefits  that  were  terminated  like  burial  plot,  and  grave 
marker  allowances  for  non-disabled  veterans,  or  reinstated  dependency  and  indemnity 
compensation  benefits  for  some  widows. 

Average  Change  in  CPI  vs.  Outlays  for 
Veterans'  Major  Entitlement  Programs 

Raeal  Y«ra  IMS  •  1992 
Percent  Change 


Compensation    Pensions       Education 
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Notwithstanding  the  decline  in  benefits,  President  Clinton  proposes  to  further  degrade 
veterans  benefits  by  increasing  fees  in  veterans  education  and  home  loan  programs. 

Over  the  next  4  years  the  President  has  announced  plans  to  increase  outlays  to 
civilian  education  programs  by  $38  billion.   Concurrently  he  wants  to  save  $339  million 
by  having  veterans  forfeit  $1,600  in  pay  to  participate  in  the  Montgomery  G.  I.  Bill. 
Under  the  proposals  advanced  by  the  president,  education  benefits  for  civilians  could 
significantly  exceed  benefits  for  veterans. 

The  Montgomery  G.  I.  Bill  is  a  magnificent  program.    It  provides  much  needed 
education  benefits  to  veterans  and  military  personnel,  but  it  comes  at  a  cost.    Moreover, 
unlike  its  predecessor  G.  I.  Bills,  from  WWII,  Korea  and  Vietnam,  it  requires  veterans  to  pay 
for  their  post  service  benefits.    To  date,  pay  forfeitures  to  the  program  have  significantly 
exceeded  outlays.    Nevertheless,  President  Clinton  has  targeted  this  program  for  cuts. 
Instead,  the  president  should  be  looking  for  a  way  to  eliminate  the  pay  forfeiture 
required  for  participation  in  the  Montgomery  G.  I.  Bill  to  make  this  program  as 
attractive  as  his  other  initiatives.   Congress  should  be  considering  legislation  that  would 
allow  those  who  enlisted  between  G.  I.  Bills  (January  1,  1977  and  June  30,  1985)  an 
opportunity  to  enroll  in  the  program. 

President  Clinton,  in  his  announcement  of  a  National  Service  Program  does  not  even 
include  military  service  as  an  option  to  loan  repayment.    This  is  truly  inequitable  to  those 
who  serve  in  the  military. 

Without  going  into  great  detail,  the  same  problem  exists  in  the  housing  proposals  the 
President  has  advanced.    He  wants  to  reduce  benefits  for  those  who  have  served  in  the  armed 
forces  but  concurrently  wants  to  spend  more  than  $12  billion  on  housing  for  people  who  have 
never  served  in  the  military  and  are  not  expected  to  do  so. 

VETERANS  SUMMARY 

If  NCOA  makes  no  other  point  we  hope  it  is  clear  to  the  committee  that  declines  in 
veterans  spending,  program  cuts  and  benefit  reductions  have  already  established  that  veterans 
are  not  responsible  for  the  budget  deficit.    Further,  we  hope  the  committee  understands  that 
these  declines  not  only  signify  the  willingness  to  accept  their  share  of  the  burden  but  that  the 
burden  already  borne  by  veterans  is  disproportionate.    We  urge  the  committee  to  lighten  the 
load  on  veterans.    Instead  we  propose  that  the  committee  delay  implementation  of  some 
presidential  initiatives  until  adequate  funding  can  be  more  fairly  identified. 


Thank  You. 
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Good  morning.    I  am  Kim  Goldenberg,  M.D.,  Dean  of  Wright  State  University  School  of  Medicine 
in  Dayton.    I  am  here  today  on  behalf  of  my  medical  school,  the  Friends  of  VA  Medical  Care  and 
Health  Research,  and  the  Association  of  American  Medical  Colleges,  a  founding  member  of  the 
Friends  of  VA.   The  Friends  of  VA  is  a  coalition  of  approximately  seventy  national  academic,  health, 
and  research  organizations  that  unified  to  express  mutual  concern  about  the  impact  inadequate  funding 
has  had  on  the  Department  of  Veterans  Affairs  (VA)  ability  to  maintain  a  quality  health  care  program. 
For  the  past  six  years,  the  Friends  of  VA  has  developed  a  need-based  budget  and  made 
recommendations  on  appropriations  levels  for  VA  health  programs.    For  FY-94  the  Friends  of  VA 
proposal  recommends  a  total  of  $18.18  billion  for  medical  care  and  $312  million  for  research.    I 
request  that  the  Friends  of  VA  FY-94  document  be  included  in  the  hearing  record  as  a  supplement  to 
my  statement. 

As  the  Friends  of  VA  document  describes,  the  Veterans  Health  Administration  (VHA)  has  four 
congressionally-established  missions  -  providing  quality  health  care  to  veterans,  conducting  health 
research,  participating  in  the  education  of  health  care  professionals,  and  serving  as  a  back-up  to 
military  medicine  in  times  of  war  and  national  emergency.   Last  year,  the  VA  provided  23  million 
outpatient  visits  and  nearly  one  million  hospital  inpatient  episodes,  making  it  the  largest  health  care 
system  in  the  nation.   The  system  must  be  protected  from  financial  crisis  if  it  is  to  continue  to  fulfill 
its  mission  of  providing  high  quality  health  care  to  the  men  and  women  who  fought  for  our  country  in 
time  of  greatest  need. 

As  you  are  well  aware,  the  VA  medical  care  and  research  programs  have  received  inadequate  funding 
in  recent  years,  making  supplemental  appropriations  necessary.   Severe  fiscal  constraints  have  also 
necessitated  management  decisions  such  as  extending  waiting  times  for  certain  types  of  treatment  and 
failing  to  complete  scheduled  facility  maintenance  and  equipment  replacement.    Inadequate  funding 
has  deteriorated  the  quality  of  the  system  and  also  threatens  the  success  of  some  of  the  symbiotic 
agreements  between  the  VA  and  academic  health  professions  affiliations.   1  am  sure  you  have  heard 
numerous  anecdotes  and  statistics  on  this  issue. 

I  personally  received  a  significant  portion  of  my  training  as  a  medical  student  in  a  VA  medical  center. 
Early  in  my  career,  I  had  the  good  fortune  to  engage  in  immunology  research  and  build  upon  the 
pioneering  work  of  Nobel  laureate,  Rosalyn  Yalow.   Her  research  in  radioimmunoassay  developed  at 
the  Bronx  VAMC  is  one  of  the  more  important  discoveries  of  the  twentieth  century.    In  the  past  ten 
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years,  I  have  worked  closely  as  a  consultant  and  then  as  a  chair  of  a  dean's  committee  in  a  VAMC. 
Thus,  I  have  enjoyed  valuable  experiences  with  the  VA  throughout  my  medical  career. 

Like  the  vast  majority  of  U.S.  medical  schools,  Wright  State  enjoys  an  affiliation  with  a  major  VA 
medical  center  (VAMC).   The  partnership  between  the  medical  school  and  the  Dayton  VAMC  is 
somewhat  unique  because  Wright  State  School  of  Medicine  was  actually  created  in  part  by  the  VA. 
The  Veterans  Administration  Medical  School  Assistance  and  Health  Manpower  Act  of  1972  (P.L.  92- 
541)  helped  to  establish  five  medical  schools  at  East  Tennessee  State  University,  Marshall  University 
(WV),  Texas  A&M  University,  University  of  South  Carolina,  and  Wright  State  University.   These 
medical  schools  are  all  community-based,  without  university  hospitals,  have  strong  affiliations  with 
VAMCs,  and  emphasize  primary  care.   Thus,  these  schools  are  uniquely  positioned  with  their 
affiliated  VAMCs  to  provide  leadership  in  ambulatory  care,  and  other  services  critical  to  providing 
care  to  veterans  as  well  as  educating  medical  students  and  residents. 

The  Dayton  VAMC  has  a  modern  ambulatory  facility  that  provides  approximately  190,00  outpatient 
visits  per  year.    Located  on  a  382-acre  VA  campus,  this  facility  provides  comprehensive  services  with 
about  430  medical,  540  domiciliary,  and  280  nursing  home  beds.   Although  most  patients  relate  to  a 
primary  care  physician,  this  physician  may  not  be  able  to  follow  his/her  patients  through  the  system 
from  outpatient  to  inpatient  due  to  budget  shortfalls.   For  example,  Dayton  VAMC  had  to  absorb  a 
$500,000  pay  increase  for  doctors  and  nurses  and  increase  staffing  requirements  because  of  the  new 
national  limits  set  on  resident  workload.  Thus,  this  budget  shortfall  inhibits  us  from  fully  developing 
a  primary  care  model  that  provides  for  continuity  of  care.    My  colleagues  nationwide  share  my 
concern  about  the  ramifications  of  fiscal  constraints  in  a  clinical  setting  and  the  effects  of  such 
pressure  on  the  quality  of  the  environment  for  delivering  care  to  veterans,  as  well  as  for  training 
medical  students,  residents,  and  trainees  in  other  health  disciplines. 

Over  the  past  decade,  the  VA  medical  care  appropriation  has  not  included  a  real  dollar  increase.   At 
the  same  time,  the  VA  has  extended  the  amount  of  care  provided.   In  the  past  five  years,  the  VA 
workload  has  expanded  by  nearly  1.5  million  outpatient  visits  without  an  increase  in  buying  power. 
In  other  words,  the  VA  has  cut  the  fat,  and  is  doing  more  with  less.   In  some  areas,  the  VA  is 
treating  fewer  veterans,  such  as  in  nursing  home  care,  not  because  demand  for  such  care  has 
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diminished,  but  because  of  lack  of  resources.   I  am  concerned  that  the  VA  is  now  cutting  into  muscle 
tissue  and  that  the  system  will  be  permanently  harmed  if  this  trend  continues. 

The  VA  has  now  reached  a  breaking  point.   The  system  can  no  longer  sustain  the  effects  of  funding 
shortfalls  without  dangerous  and  often  irreparable  damage.    Not  only  do  we  see  instances  of  increased 
waits  for  services  and  infrastructure  decay,  I  have  observed  a  marked  difference  in  staff  morale. 
Funding  constraints  have  worked  against  the  VA's  efforts  to  recruit  and  retain  our  most  valuable 
resource,  committed  and  outstanding  staff. 

One  productive  method  to  cut  costs  has  been  through  sharing  agreements  for  personnel  and  medical 
tests  between  VAMCs  and  the  Department  of  Defense  (DOD)  as  well  as  the  local  community.   For 
example,  Dayton  VAMC  shares  a  freestanding  magnetic  resonance  imaging  (MRI)  center  with 
community  hospitals  and  a  hyperbaric  oxygen  chamber  with  Wright-Patterson  Air  Force  Medical 
Center.   Also,  in  Dayton  the  VAMC,  DOD,  and  medical  school  all  share  their  expertise,  in  kind,  for 
quality  improvement  management  techniques.   However,  VAMCs,  through  sharing  agreements,  can 
only  cut  costs  so  far. 

It  is  paradoxical  to  note  that  this  budget  "belt-tightening"  is  causing  deterioration  at  the  same  time  as 
demands  on  the  system  rise.   First,  data  show  a  dramatic  trend  in  the  demographics  of  the  veteran 
population.   Specifically,  the  veteran  population  is  aging  quickly.   By  the  end  of  this  decade,  over 
sixty  percent  of  all  veterans  will  be  over  age  65.    As  the  population  ages,  they  require  more  care, 
more  complex  care,  and  more  costly  care.    Second,  effects  of  the  national  economy  and  joblessness 
rates  have  brought  more  veterans  to  the  VA  for  care.   We  cannot  allow  the  VA  to  decline  as  needs 
increase. 

I  urge  this  Committee  and  the  Appropriations  Committees  to  support  appropriations  levels  that  will 
satisfy  the  VA's  needs  and  preclude  the  need  for  supplemental  funding  or  for  impairing  the  services 
offered  to  veterans.   Given  the  present  demands  and  the  status  of  the  VHA,  I  believe  a  medical  care 
appropriation  of  $18.18  billion,  as  outlined  by  the  Friends  of  VA,  is  needed  to  maintain  current 
services  and  to  accommodate  moving  VHA  toward  future  health  care  needs  of  veterans. 
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The  VA  research  program  has  also  suffered  as  a  result  of  fiscal  constraints.   A  list  of  VA  research 
accomplishments  and  projects  that  could  not  be  funded  in  FY-93  due  to  lack  of  resources  accompanies 
my  testimony.   Despite  these  severe  constraints,  VAMCs  have  maintained  a  significant  effort  in 
conducting  health  care  research.    For  example,  the  Dayton  VAMC  has  one  of  the  largest  projects  for 
improving  cardiovascular  fitness  and  functional  ability  in  veterans  with  spinal  cord  injuries.   We  have 
maintained  this  project  despite  challenges  in  recruiting  staff. 

Only  through  continued  research  will  the  medical  community  begin  to  treat  and  prevent  life- 
threatening  illnesses  effectively.    Veterans  and  Americans  as  a  whole  have  benefitted  from  the 
accomplishments  of  VA  research.    Research  is  an  integral  part  of  the  VHA.    VA  research  improves 
the  quality  of  health  care  provided  to  veterans  and  is  credited  with  breakthroughs  that  have  advanced 
the  provision  of  health  care  to  all  Americans. 

The  VA  research  program  began  in  1947  because  of  the  recognition,  still  accurate  today,  that  an 
academic  model  improves  the  quality  of  health  care  delivery.  The  achievements  and  quality  of  VA 
health  care  attest  to  the  success  of  this  paradigm.  VA  research  programs  -  including  medical,  health 
services,  and  prosthetics  and  rehabilitation  -  directly  support  the  clinical  mission  of  the  VHA.  The 
program  brings  research  findings  and  discoveries  of  research  from  the  laboratory  to  the  bedside,  as 
the  scientist  conducting  the  research  is  often  the  same  person  who,  as  a  clinician,  also  cares  for  the 
veteran  patient. 

Research  opportunities  attract  high  quality  health  care  professionals  to  the  VA,  ultimately  saving 
medical  care  dollars  that  would  have  been  spent  in  recruiting  efforts.    In  some  cases,  the  VA  would 
otherwise  be  forced  to  take  on  the  higher  cost  alternative  of  contracting  for  specialized  physician 
services.    Research  opportunities  provide  an  intellectual  and  career  choice  for  certain  physicians 
which  serves  as  a  type  of  compensation.    In  other  words,  many  academic  physicians  accept  a  lower 
pay  scale  with  research  opportunities  in  favor  of  higher  salaries  that  could  be  commanded  in  a  purely 
clinical  practice  environment. 

The  VA  research  program  is  unique  among  the  nation's  research  enterprise  because  it  directly  stems 
from  the  health  problems  presented  by  veterans  treated  within  the  VHA.  Over  eighty  percent  of  VA 
research  is  conducted  by  clinicians,  as  opposed  to  approximately  twenty  percent  of  NIH-funded 
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research.    Although  the  VA  research  budget  is  less  than  three  percent  of  the  NIH  budget,  it  provides 
some  support  to  more  than  one-third  of  all  physician  investigators  in  the  United  States.    No  other 
system  maintains  as  strong  a  link  between  patient  care  and  research. 

VA  and  NIH  research  efforts  complement,  but  could  never  substitute,  the  other.    First,  the  VA 
research  program  only  funds  investigators  who  work  at  least  half  time  within  VHA.    Moreover,  the 
VA  presents  unique  opportunities  to  conduct  population,  cost  effectiveness,  and  outcome  studies 
because  of  the  magnitude  of  the  system.   Such  factors  provide  unparalleled  opportunities  for  health 
services  research.    No  other  system  has  the  ability  to  conduct  large-scale,  multiple  site  studies  of 
costly  and  complex  interventions,  and  subsequently  assess  the  effectiveness  of  the  intervention.   Such 
programs  and  studies  can  serve  as  a  model  for  the  nation.   For  example,  many  of  the  VA 
effectiveness  studies  could  inform  the  current  debate  on  national  health  care  reform. 

My  description  of  what  the  VA  has  done  and  what  could  be  done  has  a  major  qualifier.   The  VA 
research  program  is  at  a  critical  juncture.    Years  of  under-funding  have  taken  a  grim  toll.   The 
program  has  been  forced  to  tax  itself  in  certain  areas  to  support  other  efforts.    Efforts  to  restore 
funding  have  not  been  successful.    In  FY-93  no  new  grants  will  be  awarded. 

I  must  say  that  the  VA  research  program  would  have  expired  long  ago  if  it  had  not  been  for  the 
efforts  of  the  Chairman  of  this  Committee  to  secure  a  transfer  of  funds  to  the  VA  from  the 
Department  of  Defense  (DOD)  for  joint  research  projects.    By  virtue  of  Chairman  Montgomery's 
support  the  VA  has  received  such  for  funds  for  the  past  five  years,  including  $30  million  in  FY-93. 
The  Friends  of  VA  greatly  appreciate  Chairman  Montgomery's  efforts  and  commitment,  as  well  as 
those  of  Committee  members,  in  this  regard.   We  share  your  frustration,  however,  that  the  DOD-VA 
funds,  meant  to  support  additional  research  opportunities,  have  been  used  in  recent  years  to  replace 
growth  in  the  VA  budget.   The  past  Administration  used  the  DOD  transfer  as  an  excuse  not  to  grant 
needed  increases  to  the  core  VA  research  budget. 

There  is  every  indication  that  VA  research  will  not  fare  well  again  in  the  FY-94  Executive  Branch 
budget  soon  to  arrive  on  Capitol  Hill.    I  find  this  extremely  discouraging  news.    As  I  mentioned 
previously,  the  VA  has  not  been  able  to  fund  any  new  programs  in  FY-93  due  to  lack  of  funds.   The 
FY-93  research  appropriation  was  completely  consumed  by  meeting  the  resource  commitments  for 
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on-going,  multi-year  projects.  The  Friends  of  VA  anticipates  that  President  Clinton's  budget  proposal 
will  provide  even  less  for  VA  research  than  the  $232  million  appropriated  in  FY-93.  Enacting  such  a 
scenario  will  result  in  all  of  the  following  consequences: 


1.  On-going  programs  which  require  funding  review  in  FY-94  will  be  discontinued  in  the  middle 
of  the  research  project. 

2.  All  projects  approved  by  peer-review  in  FY-93  and  given  funding  priority  for  FY-94  will  be 
canceled. 

3.  There  will  be  no  new  Merit  Review  research  awards  for  the  second  consecutive  year. 

4.  The  will  be  no  new  Career  Development  awards. 

5.  The  total  number  of  funded  programs  will  fall  from  2100  in  FY-92  to  less  than  1400 
programs  in  FY-94,  a  33  percent  loss. 

6.  Over  650  FTEE  will  be  lost,  potentially  by  a  reduction  in  force. 


I  strongly  urge  Congress  to  support  the  Friends  of  VA  FY-94  recommendation  of  $312  million  for 
VA  research  to  reverse  these  alarming  statistics. 

On  behalf  of  the  Friends  of  VA,  thank  you  for  the  opportunity  to  testify  this  morning.   The  members 
of  the  coalition  look  forward  to  working  with  you  toward  our  common  goal  of  securing  medical  care 
and  research  appropriations  levels  to  meet  the  VA's  mission  of  providing  high  quality  health  care  to 
veterans. 
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Summary 


Medical  Care  —  $18.18  Billion 


Health  Research  -  $312  Million 


For  VA  medical  care,  FOVA  recommends  an 
FY  94  budget  of  at  least  $18.18  billion.  The 
coalition  believes  that  the  medical  care  appro- 
priation should  be  based  on  a  realistic  current 
services  budget.  FOVA  notes  that  1985  was 
the  last  year  when  the  VA  medical  care 
appropriation  met  the  needs  of  delivering  care 
to  veterans  who  sought  services  through  VA. 

For  VA  health  research,  FOVA  recommends 
an  FY  94  budget  of  at  least  $312  million. 
The  coalition's  recommendation  for  health 
research  is  again  based  on  the  1991  report  of 
the  Blue  Ribbon  Commission  on  VA  Re- 
search.  This  report  clearly  documented  the 
need  for  a  substantial  increase  in  the  research 
program's  funding  level;  FOVA  has  adjusted 
the  commission's  recommendation  for  re- 
search inflation  to  prepare  its  FY  94  recom- 
mendation. 
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FOVA  Endorsement  List- 


Alliance  for  Aging  Research 

American  Academy  of  Orthopaedic  Surgeons 

American  Academy  of  Otolaryngology-Head  and  Neck  Surgery,  Inc. 

American  Association  of  Anatomists 

American  Association  of  Colleges  of  Nursing 

American  Association  of  Colleges  of  Osteopathic  Medicine 

American  Association  of  Dental  Schools 

American  College  of  Cardiology 

American  College  of  Foot  Surgeons 

American  College  of  Nuclear  Physicians 

American  College  of  Physicians 

American  Dental  Association 

American  Diabetes  Association 

American  Federation  for  Clinical  Research 

American  Gastroenterological  Association 

American  Geriatrics  Society 

American  Heart  Association 

American  Lung  Association 

American  Medical  Student  Association 

American  Nurses  Association 

American  Optometric  Association 

American  Physiological  Society 

American  Podiatric  Medical  Association 

American  Psychiatric  Association 

American  Society  for  Clinical  Pharmacology  and  Therapeutics 

American  Society  for  Investigative  Pathology 

Anxiety  Disorders  Association  of  America 

Association  of  American  Medical  Colleges 

Association  of  Pathology  Chairman 

Assbciation  of  Professors  of  Medicine 

Association  of  University  Professors  of  Neurology 

Association  of  University  Radiologists 

Diabetes  Action  Research  and  Education 

Digestive  Disease  National  Coalition 

Endocrine  Society 

Epilepsy  Foundation  of  America 

International  Sociely  for  Cardiovascular  Surgery 

National  Alliance  for  the  Mentally  111 

National  Arthritis  Foundation 

National  Association  of  Veterans'  Research  and  Education  Foundations 

National  Organization  for  Rare  Disorders 

Nurses  Organization  of  Veterans  Affairs 

Parkinson's  Disease  Foundation,  Inc. 

Plastic  Surgery  Educational  Foundation 

Research  Society  on  Alcoholism 

Society  for  Education  in  Anesthesia 

Society  for  General  Internal  Medicine 

Society  for  Neuroscience 

Society  for  Vascular  Surgery 

Society  of  Medical  College  Directors  of  Continuing  Medical  Education 

Society  of  Nuclear  Medicine 

Surgical  Infection  Society 


'  As  Of  February  19,  1993 
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Introduction 


"...sort  of  gradually  bleed 
[VA]  dry  and  let  it  go  broke 
and  deal  with  a  lot  of  human 
misery  along  the  way.  " 
President  Bill  Clinton 


During  his  successful 
campaign,  President  Bill 
Clinton  expressed  concern 
about  the  future  of  the  VA 
health  care  system.  He 
maintained  that  the  federal 
government  must  not  con- 
tinue to  stand  by  and  let  the 
system  —  which  has  done 
much  for  this  nation's  veter- 
ans and  contributed  greatly  to 
American  medicine  —  dete- 
riorate. 

In  strong  agreement 
with  the  president's  view- 
point, more  than  100  organi- 
zations have  joined  to  form 
the  Friends  of  VA  (FOVA) 
Medical  Care  and  Health 
Research.   Created  in  1988  to 
ensure  that  American  veterans 
receive  high-quality  health 
care,  FOVA  advocates  each 
year  for  increased  funding  for 
health  care  programs  that 
serve  veterans. 

In  1992,  the  VA 
health  care  system  provided 
medical  care  to  nearly  three 
million  veterans.   More  than 
95  percent  of  VA  patients 
were  either  disabled,  often  as 
a  result  of  military  service,  or 
economically  needy,  with  one 
in  five  using  VA  medical 
facilities  for  the  first  time. 
"[0]ne  might  characterize  the 
veteran  user  of  VA  health 
care  as  an  elderly,  poor, 
proud  individual  who  is  less 


educated  than  his  peers,  in 
poor  health,  most  likely 
uninsured  or  underinsured, 
and  lacking  a  family  support 
system,"  explained  Strategy 
2000:  The  VA  Responsibility 
In  Tomorrow's  National 
Health  Care  System,  which 
was  published  last  year  by  the 
Paralyzed  Veterans  of 
America  (PVA). 

The  VA  health  care 
system  was  established  to 
deliver  high-quality  health 
care  to  veterans.   The  VA's 
responsibility  for  providing 
clinical  care  is  complemented 
by  activities  related  to  its 
other  integrated  missions: 
training  health  care  profes- 
sionals; supporting  medical, 
rehabilitation,  and  health 
services  research;  and  serving 
as  a  back-up  to  the  U.S. 
military  during  war  or  other 
national  emergency,  such  as 
in  response  to  Hurricane 
Andrew  or  during  Operations 
Desert  Storm  and  Restore 
Hope.  These  four  congres- 
sionally  mandated  missions 
are  essential  to  fulfilling 
VA's  commitment  to  veter- 
ans.  By  integrating  medical 
care,  research,  and  education, 
the  VA  health  care  system 
offers  excellent  health  care  to 
veterans  and  fills  an  impor- 
tant role  in  the  national  health 
care  delivery  system. 

For  five  years,  FOVA 
has  provided  members  of 
Congress,  the  White  House, 
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and  federal  health 
policymakers  with  an  analyti- 
cal assessment  of  VA's 
current  fiscal  situation  and 
projected  needs.  Represent- 
ing academic,  medical, 
scientific,  research,  and 
voluntary  health  organiza- 
tions, FOVA  develops  an 


annual  need-based  budget  for 
VA  medical  care  and  health 
research  programs. 

For  FY  94,  FOVA 
recommends  a  medical  care 
appropriation  of  $18.18 
billion  and  a  health  research 
appropriation  of  $312  mil- 
lion. 
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Providing  Medical 
Care  To  Veterans 


"It's  done  a  great  job.   It 
treats  patients  at  a  lower  cost 
than  if  you  put  them  under 
Medicare  or  Medicaid.  " 
The  Honorable  Sonny 
Montgomery,  Chair,  House 
Veterans  Affairs  Committee 


The  Veterans  Health 
Administration  (VHA)  deliv- 
ers high-quality  health  care  to 
veterans  through  171  hospi- 
tals, 350  outpatient  clinics, 
126  nursing  homes,  and  30 
domiciliaries.   In  1992,  VA 
medical  facilities  provided 
inpatient  medical  care  to 
more  than  one  million  veter- 
ans.  Veterans  also  received 
care  in  an  outpatient  setting 
from  VA  facilities  through 
nearly  25  million  separate 
visits. 

Generally,  veterans 
who  receive  medical  care 
from  VA  have  illnesses  that 
are  more  severe  than  those  of 
non-veterans.   In  fact,  veter- 
ans treated  in  VA  medical 
centers  (VAMCs)  averaged 
nearly  five  diagnoses  on 
admission  in  1992.  The  VA 
health  care  system  utilizes 
diversified  methods  of  pro- 
viding care,  such  as  audiol- 
ogy  programs,  centers  for 
rehabilitating  the  blind,  non- 
institutional  long-term  care, 
prosthetic  and  sensory  assis- 
tance services,  readjustment 
counseling  services,  rehabili- 
tation referral  centers,  speech 
pathology  services,  centers 
for  spinal  cord  injury  (SCI), 
and  substance  abuse  treatment 


programs. 

In  addition  to  clinics 
run  by  the  system's  medical 
centers,  VA  delivers  ambula- 
tory care  through  168  satellite 
or  free-standing  clinics.   VA 
provides  multiple  outpatient 
services,  including  medicine, 
radiation  therapy,  surgery, 
and  treatment  of  post  trau- 
matic stress  disorder  (PTSD), 
a  condition  VA  was  the  first 
to  identify  and  treat.   In 
addition,  one  out  of  15  of  the 
nation's  Acquired  Immune 
Deficiency  Syndrome  (AIDS) 
cases  is  cared  for  in  VA 
facilities.   VA  has  been  in  the 
forefront  of  developing 
innovative  treatments  in 
many  areas  —  especially 
geriatrics,  SCI,  and  substance 
abuse.   Last  year,  U.S.  News 
and  World  Report  cited  four 
VA  medical  centers  as  among 
the  hospitals  that  offer  the 
finest  AIDS  care  in  the 
United  States. 

The  VA  health  care 
system  provides  institutional 
long-term  care  to  veterans 
through  126  VA  nursing 
home  units.   The  system  also 
provides  long-term  care 
through  contracts  with  com- 
munity nursing  homes  and 
assists  in  financing  the  opera- 
tion of  state-owned  veteran 
nursing  homes.   VA  has 
developed  several  effective 
non-institutional  alternatives 
for  long-term  care,  such  as 
hospital-based  home  care 
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programs,  adult  day  care 
centers,  community  residen- 
tial care  programs,  and 
hospice  units.   Unfortunately, 
as  a  result  of  severe  budget 
constraints,  these  alternative 
programs  cannot  meet  the 
overwhelming  veteran  de- 
mand for  long-term  care. 

In  an  effort  to  face  the 
health  care  needs  of  older 
veterans,  VA  developed  the 
model  of  Geriatric  Research, 
Education,  and  Clinical 
Centers  (GRECCs).   The 
VA's  sixteen  existing 
GRECCs  serve  as  nationally 
recognized  centers  of  excel- 
lence in  the  treatment  of 
elderly  veterans.   They  also 
serve  as  the  focal  point  for 
clinical  research  efforts  to 
examine  the  most  efficient 
methods  for  treating  older 
veterans.   FOVA's  FY  94 
recommendation  includes 
approximately  $15  million  for 
the  creation  of  Five  new 
GRECCs.   Through  GRECCs 
and  similar  programs,  VA 
has  received  national  acclaim 
for  its  geriatrics  programs 
and  has  contributed  to  the 
development  of  optimal 
private  sector  approaches  to 
caring  for  the  aging  popula- 
tion in  the  United  States. 

Unfortunately,  VA 
has  had  an  increasingly 
difficult  time  meeting  its 
medical  care  mission  in 
recent  years.   As  Representa- 
tive Sonny  Montgomery, 


Chair  of  the  House  Veterans 
Affairs  Committee,  has 
pointed  out,  "Many  veterans 
eligible  for  VA  health  care 
face  long  waits,  in  some 
cases  months.   This  is  hard 
on  them  and  their  families. 
We  need  adequate  funding  to 
make  sure  they  get  care  on  a 
timely  basis." 

Two  related  forces 
have  contributed  to  this 
difficulty.   First,  the  number 
of  older  veterans  seeking  care 
in  VA  facilities  has  increased 
nearly  400  percent  over  the 
past  10  years.   Older  patients 
place  the  greatest  burden  on 
the  delivery  system,  because 
they  require  more  health  care 
and  more  complicated  care 
than  younger  persons.   Sec- 
ond, like  many  domestic 
programs,  veterans  health 
care  has  received  inadequate 
funding  as  a  result  of  federal 
budget  constraints.   VAMCs 
have  accommodated  for 
budget  shortfalls  in  clinical 
care  by  consuming  funds 
intended  for  items  such  as 
equipment  replacement, 
supplies,  and  infrastructure 
maintenance. 

For  FY  94,  FOVA 
recommends  a  medical  care 
appropriation  of  at  least 
$18. 18  billion.   FOVA's 
recommendation  is  nearly  $3 
billion  more  than  was  pro- 
vided in  FY  93  for  VA 
medical  care.    However, 
nearly  $17  billion  of  FOVA's 
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recommendation  represents 
the  amount  of  dollars  needed 
to  provide  veterans  with  the 
same  level  of  services  (the 
current  services  estimate)  in 
FY  94  as  provided  in  the 
previous  year.   The  overall 
funding  level  recommended 
by  FOVA  would  restore 
balance  in  VA  health  care 
programs  and  help  address 
veterans'  future  needs  for 
medical  services  in  special- 
ized areas. 

The  additional  $600 
million  proposed  beyond  the 


current  services  estimate 
would  be  directed  to  expand- 
ing certain  initiatives  that 
benefit  veterans  and  their 
families.   For  FY  94,  the 
FOVA  proposed  initiatives 
include  increasing  the  number 
of  mental  health  and  sub- 
stance abuse  programs, 
providing  more  assistance  to 
mentally  ill  homeless  veter- 
ans, expanding  outpatient 
services,  providing  additional 
extended  care  programs,  and 
improving  PTSD  programs. 
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Educating  Health 
Care  Professionals 


"The  role  VA  plays  in 
educating  America 's  health 
care  professionals  cannot  be 
overlooked.    The  many 
partnerships  between  academic 
medicine  and  VA  are  an 
essential  component  of  quality 
health  care  delivery,  serving 
veterans  and  ultimately  all 
Americans.  " 

The  Honorable  Bob  Stump, 
Ranking  Minority  Member, 
House  Veterans  Affairs 
Committee 


Since  1947,  affilia- 
tions between  VA  hospitals 
and  the  nation's  health  pro- 
fessions schools  have  pro- 
vided an  important  source  of 
staff  recruitment  and  reten- 
tion for  the  VA  health  care 
system.   The  affiliations  are  a 
major  factor  in  assuring 
quality  health  care  for  nearly 
30  million  U.S.  veterans. 

At  this  time,  104  of 
the  nation's  126  medical 
schools  are  affiliated  with  VA 
hospitals.   Currently,  the  VA 
system  has  more  than  8,000 
full-time  medical  and  350 
dental  residency  positions. 
More  than  30,000  residents 
and  20,000  medical  students 
rotate  through  VA  each  year. 
Over  the  years,  VA  has 
expanded  its  academic  affilia- 
tions to  include  schools  of 
nursing  and  allied  health 
sciences.  Today,  VA  repre- 
sents the  nation's  single 
largest  educator  of  health  care 
professionals,  accommodating 
graduate  and  undergraduate 
students  in  the  full  spectrum 
of  health  care.   Through 
affiliation  arrangements, 
veterans  receive  access  to  a 
cadre  of  highly  skilled  health 
professionals  representing 
nearly  every  health  discipline 
and  medical  specialty.  In 


essence,  the  affiliations 
between  VA  medical  centers 
and  health  professions 
schools  represent  a  model 
public-private  partnership. 

The  affiliations  play  a 
major  role  in  recruiting 
nearly  12,000  VAMC  physi- 
cians and  clinicians.   In  fact, 
more  than  one-half  of  all 
practicing  physicians  in  the 
United  States  have  had  some 
portion  of  their  training  at 
VA,  even  though  VA  hospi- 
tals represent  only  10  percent 
of  all  U.S.  teaching  hospitals. 
And,  more  than  100,000 
students  receive  clinical 
training  through  VA's  affilia- 
tion with  medical  schools.   In 
addition,  VA  relies  on  80,000 
volunteers  —  one  of  the 
federal  government's  largest 
volunteer  operations  —  to 
provide  health  care  services 
to  veterans. 

Unfortunately,  as 
U.S.  News  and  World  Report 
has  pointed  out,  "Attracting 
skilled  doctors  hasn't  been 
easy,  either,  when  specialists 
in  heart  surgery,  radiology, 
and  anesthesiology  can  earn 
as  much  as  40  percent  more 
in  the  private  sector."   By 
offering  a  concentration  of 
varied  teaching  programs  and 
research  opportunities,  how- 
ever, VA  facilities  are  attrac- 
tive to  health  care  profession- 
als. 

Similarly,  the  case- 
mix  in  many  VA  is  ideal  for 
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teaching.   For  example, 
unlike  facilities  in  the  private 
sector,  more  than  70  percent 
of  VAMCs  have  long-term 
care  components,  placing  VA 
at  the  forefront  of  developing 
programs  to  educate  health 
care  professionals  in  geriat- 
rics. The  VA  also  provides 
unique  opportunities  for 
students  and  residents  to 
participate  in  ambulatory 


education  and  training. 
These  opportunities  are 
critical  to  exposing  future 
health  care  professionals  to 
the  type  of  care  they  will 
deliver  during  their  careers, 
while  simultaneously  afford- 
ing veterans  access  to  the 
high  quality  skills  and  envi- 
ronment indigenous  to  an 
academic  setting. 
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Conducting  Health 
Care  Research 


"The  enormous  contributions 
made  by  VA  research  over  the 
years  make  any  threat  to  its 
viability  a  serious  national 
question.  " 

The  Honorable  Sonny 
Montgomery,  Chair,  House 
Veterans  Affairs  Committee 


Intended  to  improve 
the  health  care  offered  to 
veterans,  the  research  pro- 
gram is  an  integral  part  of 
VA's  health  care  mission. 
Over  the  years,  VA  health 
research  has  made  a  signifi- 
cant contribution  to  our 
society's  understanding  of 
medicine.   VA's  strong 
research  program  has  also 
proven  to  be  a  powerful 
incentive  for  attracting  top 
physicians  and  other  health 
care  professionals  to  VA.   As 
such,  the  success  of  the  VA 
health  research  enterprise 
cannot  be  separated  from  the 
high  quality  medical  care 
available  to  veterans  through 
VA. 

Investigations  carried 
out  by  VA  scientists  comple- 
ment research  sponsored  by 
the  National  Institutes  of 
Health  (N1H).   More  than  80 
percent  of  VA  physician- 
scientists  care  for  patients  in 
VAMCs.   The  subjects  of  VA 
research  projects  are  derived 
directly  from  the  health  care 
needs  of  veterans.   As  such, 
VA  research  is  directly  and 
clinically  relevant  to  the 
health  status  of  veterans. 

Through  a  nationwide 
network  of  coordinated 
hospitals,  a  unique  population 


of  patients,  and  a  uniform 
database,  the  VA  health 
system  provides  an  outstand- 
ing opportunity  to  conduct 
large  multicenter  clinical 
trials.   VA's  Cooperative 
Studies  Program  has  gained 
an  international  reputation  for 
planning,  implementing,  and 
analyzing  multicenter  clinical 
trials. 

By  providing  an 
opportunity  for  physician- 
scientists  to  conduct  health 
research  in  varied  environ- 
ments and  patient  settings, 
such  trials  often  achieve  more 
broad-based  results.   In 
addition,  a  centralized  man- 
agement system  provides  an 
accessible  mechanism  for 
collaborative  research  at  all 
levels.   As  a  result,  the  VA  is 
in  an  ideal  position  to  sponsor 
research  that  links  basic 
science  and  clinical  applica- 
tions. 

Although  nearly  75 
percent  of  VA's  research 
budget  supports  investigator- 
initiated  medical  research,  the 
VA  research  program  spon- 
sors investigations  along  the 
full  spectrum  of  health  re- 
search, including  medical, 
rehabilitation,  and  health 
services  research.   These 
efforts  provide  a  high  degree 
of  physician  involvement,  a 
strong  clinical  interface, 
unique  opportunities  for 
studying  many  patients,  an 
excellent  cadre  of  Ph.D. 
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basic  scientists  supporting 
clinical  investigators  in 
clinical  programs,  and  career 
development  tracks  for 
investigators. 

The  VA  medical 
research  program  supports 
basic  and  clinical  studies  that 
improve  the  prevention, 
diagnosis,  and  treatment  of 
diseases  and  disabilities.    VA 
rehabilitation  research  focuses 
on  developing  devices  to 
improve  the  quality  of  life  for 
disabled  veterans  in  need  of 
prosthetic  devices,  sensory 
aids,  and  mobility  assistance. 
Finally,  VA  health  services 
research  examines  the  impact 
of  the  organization,  financ- 
ing, and  management  of 
health  care  system  on  the 
delivery,  quality,  costs, 
access  to,  and  outcomes  of 
health  care. 

The  VA  health  re- 
search enterprise  has  been 
responsible  for  many  of  this 
century's  most  important 
medical  accomplishments. 
These  range  from  the  creation 
of  effective  drug  therapies  for 
tuberculosis  (TB),  mental 
illness,  and  hypertension  to 
the  development  of  drugs  to 
perfect  organ  transplantation. 
Researchers  at  VAMCs 
developed  the  concept  of  the 
computed  tomography  (CAT) 
scan,  built  the  first  artificial 
kidney  for  renal  dialysis, 
performed  the  first  liver 
transplant,  built  the  labora- 


tory autoanalyzer,  and  im- 
planted the  first  cardiac 
pacemaker.   Finally,  the 
Nobel  Prize  in  Medicine  has 
been  awarded  to  VA  re- 
searchers for  developing  the 
radioimmune  assay  tech- 
nique. 

As  would  be  ex- 
pected, VA  research  efforts 
have  focused  on  the  condi- 
tions faced  by  veterans. 
These  include  aging,  heart 
diseases,  mental  heaJth,  nerve 
regeneration,  PTSD,  and 
SCI.   One  area  in  particular 
—  prosthetics  —  has  pro- 
duced startling  results,  in- 
cluding hydraulic  knees, 
plastic  artificial  arms,  the 
robotic  arm,  the  Seattle  Foot, 
the  suction  socket,  total- 
conduct  socket  legs,  and  the 
"smart"  wheelchair  that 
responds  to  the  position  of 
the  user's  head. 

In  recent  years,  VA 
research  has  attempted  to 
reflect  the  changing  health 
care  needs  of  America's 
veterans.   According  to  VA, 
special  initiatives  are  planned 
in  aging,  AIDS,  mental 
illness,  minority  health, 
neuroscience,  prostate  dis- 
ease, and  women's  health.    In 
addition  to  the  core  investiga- 
tor-initiated research,  VA  has 
indicated  that  it  will  develop 
other  types  of  studies.   Such 
studies  will  focus  on 
multidisciplinary  research 
programs  that  integrate  basic 
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science  and  clinical  applica- 
tions.  As  a  result,  VA  hopes 
to  encourage  the  integration 
of  medical,  rehabilitation, 
and  health  services  research. 

Overall,  despite  a 
shrinking  inflation-adjusted 
budget,  VA  has  been  able  to 
fund  a  fairly  constant  number 
of  research  grants  (approxi- 
mately 2,000  annually)  over 
the  past  decade.  As  the 
following  chart  indicates,  this 
relative  consistency  has  been 
achieved  by  relying  on  a 
number  of  resourceful  bud- 
getary strategies.   New 
programs  have  been  funded 
with  money  captured  by 
taxing  existing  programs, 
taxing  newly  funded  pro- 
grams on  the  basis  of  priori- 
ties, and  deferring  purchases 
of  core  equipment. 

Even  with  these 
budget  maneuvers,  the  num- 
ber of  VA-funded  research 
programs  will  decrease  by 
more  than  25  percent  in 
1993.  This  significant  drop 
is  compounded  by  the  fact 
that  the  VA  research  budget 
has  decreased  from  3.5 
percent  to  1 .5  percent  of  the 
overall  VA  health  care  appro- 
priation in  less  than  25  years. 
More  dramatically,  VA  will 
not  fund  new  research  efforts 
in  FY  93  as  a  result  of  the 
current  budget  situation. 

VA's  first  Secretary, 
Edward  Derwinski,  appointed 
a  blue  ribbon  commission  in 


1989  to  conduct  a  thorough 
review  of  the  VA  research 
program.   The  commission 
concluded  in  1990  that  VA 
research  was  vital  to  the 
nation's  commitment  to 
health  research.  The  com- 
mission also  found  that  the 
VA  research  program  was 
seriously  underfunded. 

Based  on  these  find- 
ings, the  commission  recom- 
mended a  series  of  yearly 
budgets  for  the  VA  research 
program.  When  adjusted  for 
the  biomedical  research  and 
development  price  index 
(BRDPI),  the  commission's 
FY  94  recommendation  for 
VA  research  programs  is 
$312  million.   FOV A  en- 
dorses the  commission's 
recommendation  and  urges 
Congress  to  appropriate  at 
least  $312  million  for  VA 
health  research  in  FY  94. 

The  funding  level 
recommended  by  FOVA 
would  increase  research  in 
key  areas  —  such  as  AIDS, 
mental  illness,  and  minority 
health  —  provide  stable 
support  so  that  effective 
planning  can  be  accom- 
plished, and  ensure  that  VA 
and  the  nation  capitalize  on 
the  unique  opportunity  that 
the  VA  health  care  system 
presents  for  addressing  health 
problems  affecting  the 
nation's  veteran  and  non- 
veteran  populations. 
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Supporting 
Military  Medicine 


"Few  would  argue  that  VA  In  1982,  Congress 

hospitals  epitomize  the  best  the   enacted  legislation  that  re- 
nation  has  to  offer.  "  quires  VA  to  serve  as  backup 

U.S.  News  and  World  Report   to  the  military  medical  system 
during  war  or  other  national 
emergencies.    In  supporting 
military  medicine,  the  VA 
health  care  system  may  be 
responsible  for  providing 
logistical  support,  medical 
care  for  combat  casualties, 
and  health  care  for  active 
duty  personnel  stationed  at 
nearby  military  installations. 
For  example,  as  part 
of  the  National  Disaster 
Medical  System,  VA  mobi- 
lized its  medical  personnel  to 
provide  assistance  to  the 
victims  of  Hurricane  Andrew. 


VA  employees  provided 
nearly  20,000  hours  and 
more  than  $5  million  of 
health  care  services  to  resi- 
dents in  devastated  areas 
across  Florida  and  1  ouisiana. 
With  their  unique  treatment 
skills,  VA  professionals 
addressed  the  clinical  needs 
of  Americans  who  were 
facing  awesome  destruction. 
In  addition,  a  number 
of  military  reservists  and 
National  Guardsmen  who 
staff  V A  medical  facilities 
can  be  activated  during 
conflict,  creating  personnel 
problems  for  the  VA 
health  care  system.    Nearly 
one  in  five  of  the  500.000 
Americans  that  served  in 
Operation  Desert  Storm  were 
military  reservists  or  National 
Guardsmen. 
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Conclusion 


"/  believe  the  way  a  society 
treats  its  veterans  is  an  indica- 
tion of  who  we  are  as  a  na- 
tion. " 

The  Honorable  Jesse  Brown, 
Secretary  of  the  Department  of 
Veterans  Affairs 


During  his  Senate 
confirmation  hearing,  Jesse 
Brown,  Secretary  of  the 
Department  of  Veterans 
Affairs  (VA),  asserted  that 
the  United  States  should  be 
judged  by  the  status  of  its 
veterans.    President  Bill 
Clinton  has  repeatedly 
charged  that  improving  the 
condition  of  the  VA  health 
care  system  will  be  a  priority 
during  his  tenure  in  the  White 
House.    In  strong  agreement 
with  both,  FOVA  stands 
ready  to  work  with  the  new 
administration  and  the  new 


Congress  to  improve  the  VA 
health  care  system. 

FOVA's  FY  94 
budget  recommendation  is  a 
first  step  toward  improving 
the  VA  health  care  system. 
FOVA's  recommendations  of 
$18.18  million  for  VA  medi- 
cal care  and  $312  million  for 
VA  health  research  programs 
are  reasonable  requests  that 
will  strengthen  VA's  four 
interrelated  health  care 
missions:  providing  medical 
care  to  this  nation's  veterans, 
educating  health  care  profes- 
sionals, conducting  health 
care  research,  and  supporting 
military  medicine. 
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FOVA  would  like  to  thank  the  Durham  VAMC  and  Micro 
Research  Industries  (MRI)  for  their  assistance  with  this  docu- 
ment.   For  more  information  about  the  coalition,  please 
contact: 

Richard  Fuller 

American  Federation  for  Clinical  Research 

311  Massachusetts  Avenue,  N.E. 

Washington,  DC  20002 

(202)  543-7450 

Leslie  Goode 

Association  of  American  Medical  Colleges 

2450  N  Street,  N.W. 

Washington,  DC  20037 

(202)  828-0525 

Tod  Ibrahim 

Association  of  Professors  of  Medicine 

1101  Connecticut  Avenue,  N.W. 

Suite  700 

Washington,  DC  20036 

(202)857-1158 
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ASSOCIATION  OF 

AMiayCAN 

MJOCALOOUJQ5 


24SONSTRFJT,NW 
\WSHINGTON  IE  20OJAU26 
■n-JJ-n  OM)-.(202)82&0400 


March  23,  1993 


Mr.  Ralph  Ibson 

Slaff  Director 

Subcommittee  on  Hospitals  and  Health  Care 

Committee  on  Veterans'  Affairs 

U.S.  House  of  Representatives 

Washington,  D.C.   20515 

Dear  Ralph: 

I  have  enclosed  for  the  record  the  documents  Kim  Goldenberg,  M.D.,  Dean  of  Wright  State 
University  School  of  Medicine,  referred  to  during  his  presentation  before  the  House  Veterans' 
Affairs  Committee  on  Thursday,  March  18.  The  documents  include: 

1.  a  list  of  examples  of  current  VA-funded  research  and  their  clinical  significance; 

2.  high  priority,  approved  research  projects  that  the  VA  cannot  fund  due  to  constrained 
resources;   (As  you  know,  the  VA  will  not  make  any  new  research  awards  in  FY-93.)  and 

3.  the  February  2  statement  delivered  on  the  House  floor  by  Chairman  Montgomery 
regarding  VA  research. 

On  behalf  of  the  AAMC  and  the  Friends  of  VA,  thank  you  again  for  the  opportunity  to  testily  on 
March  18.   Please  contact  me  at  828-0526  if  you  would  like  additional  information. 

Best  wishes, 


Leslie  Goode 

Office  of  Governmental  Relations 


enclosures 

cc:   Kim  Goldenberg,  M.D. 
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Examples  of  Current  VA  Research  Projects 


Focal  Adhesion  Tyrosine  Kinase  in  Keratinocyte  Spreading  and  Migration 
Ronald  E.  Gates,  Ph.D.,  Nashville  VAMC 

Focal  adhesions  are  small  clusters  of  proteins  on  the  surface  of  cells  that  are  involved  in 
attaching  the  cell  to  its  surrounding  environment.  These  adhesions  must  be  able  not  only  to  form 
and  grow  but  also  to  shrink  and  dissipate.  A  new  protein  has  been  found  that  is  a  key 
regulatory  protein,  then  it  could  be  important  in  the  process  of  wound  healing.  It  could  be  used 
to  promote  the  repair  of  bum  wounds.  Using  the  "disassembly"  Junction  of  the  protein,  it  could 
be  used  for  deceasing  clot  information  on  the  inside  of  blood  vessels  or  for  prohibiting  cancer 
cells  from  sticking  to  adjacent  cells  and  spreading. 

Laboratory  Diagnosis  of  Tuberculosis 
Joseph  Bates,  M.D.,  Little  Rock  VAMC 

Tuberculosis  is  one  of  the  most  important  infectious  diseases  worldwide  and  is  showing  a 
resurgence  in  the  U.S.A.  Diagnosis  of  tuberculosis  can  be  made  from  clinical  symptoms,  but 
definitive  diagnosis  requires  the  culture  of  the  organism,  which  may  require  several  weeks.  This 
project  defines  a  rapid  diagnostic  test  for  tuberculosis. 

A  two-day  definitive  diagnosis  or  tuberculosis  infection  has  been  designed  based  on  a  molecular 
biology  technique  called  polymerase  chain  reaction.  In  this  technique,  a  very  small  portion  of 
DNA  from  the  organism  causing  tuberculosis  is  amplified  in  the  laboratory.  Since  the  DNA  is 
unique  to  each  organism,  a  definitive  diagnosis  may  be  made  within  two  days.  Techniques  are 
now  being  worked  out  for  detecting  very  small  concentrations  of  this  DNA  form  patient  sputum, 
tissue,  blood  or  urine. 

TCR  Transgenic  Autoimmune  Mice 

John  Mountz,  M.D.,  Ph.D.,  Birmingham  VAMC 

Rheumatoid  arthritis,  which  afflicts  millions  of  Americans,  is  an  inflammatory  disorder  causing 
painful  destruction  of  joints  and  progressive  loss  of  motion.  It  is  thought  to  occur  when  immune 
cells  begin  attacking  the  body's  own  tissue  as  if  it  were  foreign  invader. 

A  gene  that  causes  rheumatoid  arthritis  has  been  discovered  in  a  strain  of  mice.  This  gene, 
known  as  the  fats  apoptosis  gene,  is  involved  in  regulating  cell  death.  It  is  cell  death,  a  normal 
body  process,  that  becomes  unregulated  in  diseases  such  as  arthritis. 

Now  a  defect  in  this  apoptosis  gene  has  been  discovered  that  can  cure  the  symptoms  of  arthritis 
in  this  particular  strain  of  mice.  The  defect  in  the  gene  is  caused  by  a  type  of  virus  called  a 
transposon.  This  work  represents  the  first  instance  in  which  an  autoimmune  disease  has  been 
genetically  cured. 


283 


Vitamin  D,  the  Hematolymphopoietic  system  and  Osteoclastogenesis 
Stavros  Manolagas,  M.D.,  Ph.d.  Indianapolis  VAMC 

The  Role  of  Cytokines  and  Sex  Steroids  in  the  Regulation  of  Osteoclasts 
Robert  J  ilka,  Ph.D.,  Indianapolis  VAMC 

Osteoporosis  is  a  crippling  disease  that  affects  millions  of  older  women,  caused  by  the 
unbalancing  of  the  normal  construction  and  destruction  of  bone.  In  osteoporosis,  more  bone 
cells  are  destroyed  than  are  formed,  leaving  the  patients  prone  to  weakness  and  bone  fractures. 

Two  VA  investigators  found  that  when  female  hormones,  estrogens,  are  no  longer  present  due 
to  menopause,  the  body  overproduces  a  substance  called  interleukin-6.  This  interleukin-6 
dramatically  increases  the  number  of  bone-eating  cells  in  the  body,  causing  the  breakdown  of 
bones  that  is  found  in  those  suffering  from  osteoporosis. 
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Examples  of  VA  Cooperative  Studies 


Stroke  Prevention  in  Nonvalvular  Atrial  Fibrillation  (Program  #308) 

Over  one  million  Americans  are  at  increased  risk  of  stroke  due  to  common  heart  irregularity 
known  as  atrial  fibrillation.  The  study  was  to  determine  if  long-term,  low  doses  of  an 
anticoagulant  (warfarin)  would  result  in  significant  reduction  in  incidence  of  stroke  inpatients 
who  suffer  from  atrial  fibrillation.  The  study  also  evaluated  the  risks  of  long-term  treatment  with 
the  anticoagulant. 

The  study  included  525  patients  having  the  most  common  type  of  atrial  fibrillation,  known  as 
'non-rheumatic",  who  had  never  suffered  a  stroke.  Half  the  patients  were  treated  with  warfarin 
and  half  with  a  placebo.  Early  data  were  so  conclusive  that  the  study  was  halted  at  year  2  of 
the  3-year  study.    The  control  group  receiving  the  placebo  was  placed  on  warfarin. 

Warfarin  reduced  the  risk  of  stroke  by  79  percent,  and  this  benefit  extended  to  patients  over  70. 
The  side  effects  of  bleeding  were  minor.  It  is  estimated  that  the  information  obtained  from  this 
study  could  save  the  nation  as  much  as  $2  billion  yearly  in  stroke-associated  costs. 

Monotherapy  of  Hypertension  (Program  #290) 

This  study  was  designed  to  gather  information  form  veterans  with  high  blood  pressure  (age,  race, 
and  weight)  and  to  test  them  on  1  of  7  drugs  for  high  blood  pressure.  Doses  were  adjusted  over 
several  months  to  get  a  significant  drop  in  blood  pressure.  Then,  the  individual  patients  were 
followed  on  a  particular  drug  and  drug  doses  for  2  years.  Striking  differences  were  found  in  the 
beneficial  effects  of  drugs  in  different  age  and  race  groups.  The  results  provide  guidelines  to 
physicians  about  which  drugs  to  try  initially  for  control  of  blood  pressure  based  on  the 
characteristics  of  the  patient. 

Treatment  of  Patients  with  AIDS  and  AIDS  Related  Complex  (Program  #298) 

This  study  evaluated  the  drug  Zidovudine  (AZT)  as  a  treatment  for  AIDS.  Treatment  with  AZT 
may  be  started  early  in  patients  with  human  immunodeficiency  virus  (HIV)  infection  or  may  be 
started  later  when  the  infection  progresses.  This  trial  compared  early  versus  late  treatment  with 
AZT. 

Patients,  who  were  infected  with  HIV  but  had  not  yet  developed  AIDS  symptoms,  were  divided 
into  two  groups.  One  group  received  AZT  immediately.  The  other  group  began  AZT  treatment 
only  when  their  immune  system  weakened  and  they  developed  AIDS. 

Results  showed  the  AZT  significantly  delayed  progression  to  full-blown  AIDS.  However,  side 
effects  from  the  drug  were  more  frequent  in  the  early  treatment  group  and  the  early  treatment 
group  did  not  live  longer  than  the  late  treatment  group.  Resistance  to  AZT  occurred  more  often 
in  the  early  treatment  group. 
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Examples  of  VA  Research  Recently  Published 
in  the  New  England  Journal  of  Medicine 


Prostate  treatment  -  Dr.  John  Kabilin  and  colleagues  at  the  VA  Medical  Center,  Palo  Alto  have 
developed  a  new  procedure  to  treat  enlarged  prostates  with  a  laser  beam.  This  high-tech 
approach  takes  only  thirty  minutes,  requires  no  blood  transfusion,  and  reduces  the  hospital  stay 
to  just  one  day,  diminishing  patient  discomfort  and  procedure  cost  substantially. 

Osteoporosis  -  A  mechanism  to  explain  the  development  of  osteoporosis ,  a  crippling  disease  of 
millions  of  post-menopausal  women,  was  discovered  by  researchers  at  the  VA  Medical  Center, 
Indianapolis.  Dr.  Stavros  Manolagas  has  shown  that  the  lack  of  the  female  hormone,  estrogen, 
causes  over-production  of  bone  scavenger  cells  (osteoclasts)  which  produce  pits  and  craters  in 
bone,  weakening  its  structure.  This  new  information  will  allow  for  development  of  improved 
therapies. 

Spinal  Cord  repair  -  Researchers  at  the  VA  Medical  Center  Cincinnati  have  used  fetal  nerve 
tissue  to  restore  function  of  the  hind  legs  of  cats  whose  spinal  cords  were  compressed,  the  type 
of  injury  that  paralyzes  people.  Eight  of  fifteen  paralyzed  cats  had  their  hind  leg  function 
returned  to  near  normal  after  fetal  tissue  transplantation  by  Dr.  Douglas  Anderson  and 
colleagues.    This  is  a  promising  step  toward  similar  restoration  of  function  in  humans. 

AIDS  treatment  -  Dr.  John  Hamilton  of  the  VA  Medical  Center  Durham,  North  Carolina,  has 
shown  that  although  early  treatment  with  AZT  may  delay  the  onset  of  symptoms  in  HIV  positive 
patients,  it  does  not  prolong  the  lives  of  patients  infected  with  the  virus. 

Coronary  artery  disease  treatments  -  A  team  of  investigators  in  the  VA's  Cooperative  Studies 
Program,  compared  the  results  of  using  angioplasty  (a  surgical  technique  that  expands  the  size 
of  the  artery  to  increase  blood  flow)  with  medical  therapy.  At  six  months,  64  percent  of  the 
patients  who  had  the  surgical  procedure  were  free  of  chest  pain  but  only  46  percent  of  those  with 
medical  treatment  were.  A  long  term  follow-up  continues,  to  see  if  the  difference  remains 
constant. 
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Fall  1992  Merit  Review  Round 
Proposals  Which  Were  Approved  but  Not  Funded  and  Under  40% 
(Those  which  were  considered  New  or  Ongoing  Non-Continuous) 

405    WHITE  RIVER  JUNCTION   Howell,  Alexandra  L.,  Ph.D. 

Killing  of  HIV-1  and  HIV- l - Infected  Cells  by  Human  Myeloid  Cells 

FIRST  YR  RECOM  AMOUNT:      14  3,200 

506   ANN  ARBOR,  MI         Brenner,,  Dean,  M.D. 
Biochemical  Modulation  in  Clinical  Cancer  Chemoprevention 
FIRST  YR  RECOM  AMOUNT:      121,600 

506    ANN  ARBOR,  MI  Coffey,,  Michael  J.,  M.D. 

Mechanisms  of  Upregulation  of  5 -Lipoxygenase  in  the  Alveolar  Macrophage 

FIRST  YR  RECOM  AMOUNT:       63,000 

506    ANN  ARBOR,  MI  Elder,  James  T.,  M.D.,  Ph.D. 

Positional  Cloning  of  Epidermal  Differentiation  Genes 
FIRST  YR  RECOM  AMOUNT:      105,700 

506   ANN  ARBOR,  MI         Gumucio,  Jorge  J.,  M.D. 

Liver  Cell  Heterogeneity:   Molecular  Mechanisms  and  Regulation 

FIRST  YR  RECOM  AMOUNT:       112,600 

506   ANN  ARBOR,  MI         Messina,  Louis  M.,  M.D. 
Gene  Transfer  and  Expression  in  Capillary  Endothelium 
FIRST  YR  RECOM  AMOUNT:       78,800 

508    DECATUR,  CA  Fallon,  Michael  T.,  D.V.M.,  Ph.D. 

A  Model  of  Metastatic  Prostata  Cancer 
FIRST  YR  RECOM  AMOUNT:      150,700 

512   BALTIMORE,  MD         Gottlieb,  Stephen  S.,  M.D. 
Pathophysiology  of  Endogenous  Ouabain  in  CHP 
FIRST  YR  RECOM  AMOUNT:      103,900 

512    BALTIMORE,  MD  Kapcala,  Leonard  P.,  M.D. 

Regulation  of  the  Hypothalamic  Pro-Opiomelanocortin  System 
FIRST  YR  RBCOM  AMOUNT:       99,4  00 

512   BALTIMORE,  MD         Morris,  Jr.,  J.  Glenn,  M.D. 
Enterotoxigenicity  of  Shigella  and  Enteroinvasive  E.  Coli 
FIRST  YR  RBCOM  AMOUNT:      124,300 

521    BIRMINGHAM.  AL         Davis,  Jerry  K.,  D.V.M.,  Ph.D. 
Nonspecific  Host  Defenses  in  Respiratory  Mycoplasmosis 
FIRST  YR  RECOM  AMOUNT:       84,800 

521    BIRMINGHAM,  AL         Frank,  Stuart  J.,  M.D. 

Tyrosine  Phosphorylation  and  Growth  Hormone  Receptor  Signalling 

FIRST  YR  RECOM  AMOUNT:       56,000 

523    BOSTON,  MA  Rudders,  Richard  A.,  M.D. 

Human  Lymphoma  Idiotypea 

FIRST  YR  RECOM  AMOUNT:       93,700 
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Fall  1992  Merit  Review  Round 
Proposals  Which  Were  Approved  but  Not  Funded  and  Under  40% 
(Those  which  were  considered  New  or  Onrjoino  Non-Continuous) 

526  BRONX,  NY  Amin,  Farooq,  M.D. 

The  Central  Dopaminergic  Index  (CDI)  of  Plasma/Urinary  HVA  in  Schizophrenia 
PIRST  YR  RECOM  AMOUNT:       91,100 

527  BROOKLYN,  NY  Chin,  Nena  W.,  M.D.,  Ph.D. 
Monoclonal  Antibodies  to  Cytokeratins  of  Human  Lung  Carcinoma 
FIRST  YR  RECOM  AMOUNT:       72,700 

527  BROOKLYN,  NY  Platica,  Ovidiu,  M.D. 

Studies  on  the  Mechanism  of  Hormonal  Resistance  of  Prostatic  Carcinoma 
FIRST  YR  RECOM  AMOUNT:       79,800 

528  BUFPALO,  NY  Mador,  M.  Jeffery,  M.D. 
Peripheral  and  Central  Components  of  Diaphragmatic  Fatigue 
PIRST  YR  RECOM  AMOUNT:       6  7,500 

528    BUFFALO,  NY  Murphy,  Timothy  P.,  M.D. 

Bacterial  Infection  in  COPD 

FIRST  YR  RECOM  AMOUNT:      195,300 

531   BOISE,  ID  Mudumbi,  Ramagopal  V.,  Ph.D. 

AlloBteric  Enhancement  of  Adenosine  Receptor  Function  and  Binding  in  the 

Heart 

PIRST  YR  RECOM  AMOUNT:      12  0,600 

535    CHICAGO,  (LAKESIDE),   Bacallao,  Robert  L. ,  M.D. 
Molecular  Mechanisms  of  Renal  Cell  Injury 
PIRST  YR  RECOM  AMOUNT:       72,500 

537    CHICAGO,  (WEST  SIDE)   Law,  William  R.,  B.A.,  Ph.D. 
Metabolic  Role  for  Adenosine  in  Supporting  Myocardial  Function 
FIRST  YR  RECOM  AMOUNT:       88,3  00 

539    CINCINNATI,  OH         Wagner,  Kenneth  R.,  Ph.D. 

Glycemia,  Hypothermia,  Nitric  Oxide  and  Anoxic/Ischemic  Brain  Injury 

FIRST  YR  RECOM  AMOUNT:      101,200 

541    CLEVELAND,  OH         Leanefsky,  Edward  J.,  M.D. 

Myocardial  Ischemia  Causes  Mitochondrial  Electron  Transport  Defects 

FIRST  YR  RECOM  AMOUNT:       77,900 

541    CLEVBLAND,  OH         Naff,  George  B.,  M.D. 
Studies  on  the  Mechanisms  of  Complement  Activation 
FIRST  YR  RECOM  AMOUNT:       66,400 

543    COLUMBIA,  MO  Deutscher,  SUBan  L.,  Ph.D. 

Novel  RNA-Antibody  Complexes:   Biochemical  Analysis  of  Their  Role  in 

Autoimmune  Disease 

FIRST  YR  RECOM  AMOUNT:      109,700 
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Fall  1092  Merit  Review  Round 
Proposals  Which  Were  Approved  but  Not  Funded  and  Under  40% 
(Those  which  wore  considered  New  or  Ongoing  Non-Continuous) 

S46    MIAMI,  PL  Davidoff,  Robert  A.,  M.D. 

Afferent  Processing  in  the  Spinal  Cord 
FIRST  YR  RSCOM  AMOUNT:      111,100 

546    MIAMI,  FL  Schiller,  Paul  C,  Ph.D. 

PTH-Mediated  Regulation  of  Connexin  43  Gene  Expression  in  Osteoblasts 

FIRST  YR  RECOM  AMOUNT:       9  6,600 

558    DURHAM,  NC  Fine,  Robert  L.,  M.D. 

Glutathione  and  Alkylator  Resistance  in  Human  Prostate  Cancer 
FIRST  YR  RECOM  AMOUNT:        69,500  *HOLD* 

558    DURHAM,  NC  Mudryj ,  Maria,  Ph.D. 

Role  of  E2J  Transcription  Factor  in  Proliferation 
FIRST  YR  RECOM  AMOUNT:      100,100 

573    GAINBSVILLE,  FL        Edwards,  N.  Lawrence,  M.D. 
Transcriptional  Control  of  Retrovirus  Expression  in  Chronic  Arthritis 
FIRST  YR  RBCOM  AMOUNT:       78,4  00 

573    GAINESVILLE,  FL        Weiner,  I.  David,  M.D. 

Regulation  of  H+  and  HC03 -  Transport  in  the  Cortical  Collecting  Duct 

FIRST  YR  RECOM  AMOUNT:       50,4  00 

573    GAINESVILLE,  FL       Wilcox,  Christopher  S . ,  M.D.,  Ph.D. 
Renal  L-Arginine  Nitric  Oxide  Pathway 
FIRST  YR  RECOM  AMOUNT:       9  7,100 

578   HINES,  IL  Demarco,  Paul  J.,  Ph.D. 

Color  Coding  in  the  Human  Visual  System 
FIRST  YR  RECOM  AMOUNT:       123,600 

580  HOUSTON,  TX  Kadmon,  Dov,  M.D. 
Mechanisms  of  Selection  in  Recurrent  Prostate  Cancer 
FIRST  YR  RBCOM  AMOUNT:      115,700 

581  HUNTINGTON,  WV        Driscoll,  Henry  K..  M.D. 

Preventing  Autoimmune  Diabetes  Mellitus  with  Glutamic  Acid  Decarboxylase 
FIRST  YR  RECOM  AMOUNT:       51,4  00 

581    HUNTINGTON,  WV        Leidy,  Jr.,  John  M.,  M.D.,  Ph.D. 
Metabolic  Regulation  of  Hypothalamic  GHRH  and  Somatostatin 
FIRST  YR  RECOM  AMOUNT:        78,500 

583    INDIANAPOLIS,  IN      Antony,  Veena  B.,  M.D. 

Mesothelial  Cell  Mediated  Recruitment  of  Mononuclear  Phagocytes 

FIRST  YR  RECOM  AMOUNT:       80,400 

583    INDIANAPOLIS,  IN       Boswell,  Scott,  M.D. 
Oncogene  Intervention  into  Hematopoietic  Signaling 
FIRST  YR  RECOM  AMOUNT:        72,400 
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Fall  1992  Merit  Review  Round 
Proposals  Which  Were  Approved  but  Not  Funded  and  Under  40% 
(Those  which  were  considered  New  or  Onooino  Non-Continuous) 

583  INDIANAPOLIS,  IN       Leibowitz,  David,  M.D. 
Signal*  that  Regulate  BCR/ABL 

PIRST  YR  RBCOM  AMOUNT:       56,000 

5$4    IOWA  CITY,  IA         Anderson,  Erling  A.,  Ph.D. 
Sympathetic  and  Vascular  Actions  of  Insulin  in  the  Blderly 
FIRST  YR  RECOM  AMOUNT:       95,500  "HOLD* 

584  IOWA  CITY,  IA  Cook.  Brian  L.,  D.O.,  M.S. 
A  Prospective  Outcome  Study  of  Alcoholism 

FIRST  YR  RECOM  AMOUNT:       44,500 

584   IOWA  CITY,  IA        Olson,  Richard  R.,  M.D. 

Structure -Function  Relationships  of  HLA  Molecules  DRI  and  DR4wl4 

PIRST  YR  RECOM  AMOUNT:       63,300 

584   IOWA  CITY,  IA        Summers,  Robert  W.,  M.D. 

Effects  of  Inflammation  and  Radiation  on  Gastrointestinal  Muscle 

FIRST  YR  RECOM  AMOUNT:       55,000 

589    KANSAS  CITY,  MO       Holladay,  Frank  P.,  M.D. 

Mechanisms  in  Induction  of  Glioma-Specif ic  Cytotoxic  Immune  Responses 

PIRST  YR  RBCOM  AMOUNT:      101,300 

596   LEXINGTON,  KY         Kasarskis.  Edward  J . ,    M.D.,  Ph.D. 
Metallothionein  in  ALS  Motor  Neurons 
FIRST  YR  RECOM  AMOUNT:       68,600 

600   LONG  BEACH,  CA       Sarfeh,  I.  James,  M.D. 
Pathophysiology  of  the  Portal  Hypertensive  Gastric  Mucoea 
FIRST  YR  RECOM  AMOUNT:      116,100  "HOLD* 

603   LOUISVILLE,  KY        Yam,  Lung  T..  M.D. 
Hemopoietic  Suppression  in  Hairy  Cell  Leukemia 
FIRST  YR  RECOM  AMOUNT:       71,400 
r s .  ~.\ 

614    MEMPHIS,  TN^'  Selawry,  Helena  P.,  M.D.,  Ph.D.  -  . 

Islet  Transplantation:   Effects  of  Organ  Site  and  Mechanism  of  Tolerance 
FIRST  YR  RECOM  AMOUNT:       53,300 

618  MINNEAPOLIS,  MN  Ashe,  James,  M.D. 
Motor  Cortex  and  the  Control  of  Dynamic  Force 
FIRST  YR  RBCOM  AMOUNT:       79,4  00 

618   MINNEAPOLIS.  MN       From,  Arthur  H.L.,  M.D. 
Bioenergetics  and  Functional  Responses  of  Diabetic  Myocardium 
FIRST  YR  RECOM  AMOUNT:       83,300 

618   MINNEAPOLIS r-MN       Krug,  Hollis  E.,  M.D. 

Mechanisms  of  Enchondral  Ossification  in  Progressive  Ankylosis 

FIRST  YR  RECOM  AMOUNT:       74.600 
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Fall  1992  Merit  Review  Round 
Proposals  Which  Were  Approved  but  Not  Funded  and  Under  40% 
(Those  which  were  considered  New  or  Ongoing  Non-Continuous) 

621    MOUNTAIN  HOME,  TN     Browder,  I.  William,  M.D. 

Beneficial  Bffecte  of  Macrophage  Activation  on  Early  Wound  Healing 

FIRST  YR  RBCOM  AMOUNT:       78,100 

626    NASHVILLE,  TN  Blaeer,  Martin,  M.D. 

Rolo  of  Surface  Proteins  in  Helicobacter  Pylori -Induced  Inflammation 

FIRST  YR  RECOM  AMOUNT:       97,200 

626  NASHVILLE,  TN        King,  Jr.,  Lloyd  E.,  M.D.,  Ph.D. 
Epidermal  Growth  Factor  and  Human  Skin  Tumors 

FIRST  YR  RBCOM  AMOUNT:       64,300 

627  NEWINGTON,  CT        Hibbs,  Margaret  S.,  M.D. 

The  Role  of  Gelatinases  in  Extracelolular  Matix  Remodelling 
FIRST  YR  RBCOM  AMOUNT:       72,500 

627    NBWINGTON,  CT  Pesanti.  Edward  L.,  M.D. 

Pneumocystis  Carinli:  Biochemistry  and  Host  Defenses 
FIRST  YR  RECOM  AMOUNT:       79,000 

629  NEW  ORLEANS,  LA       Lok,  Anna  S.,  M.D. 

Analysis  of  Pre-Core  Sequences  of  Hepatitis  B  Virus  (HBV)  in  Patients  with 

Chronic  HBV  infection 

FIRST  YR  RKCOM  AMOUNT:       87,900 

630  NEW  YORK,  NY  Nierodzik,  Mary  Lynn  R.,  M.D. 
The  Role  of  Thrombin  in  Tumor  Cell  Metastasis 

FIRST  YR  RECOM  AMOUNT:       88,900 

635    OKLAHOMA  CITY,  OK      Hughson,  Michael  D.,  M.D. 

Cancer  in  Acquired  Renal  Cystic  Disease:   Growth  Factor  and  Cytogenetic 

Changes 

PIRST  YR  RBCOM  AMOUNT:       02,000 

635  OKLAHOMA  CITY,  OK     Targoff,  Ira  N.,  M.D. 
Autoantibodies  to  Aminoacyl -Transfer  RNA  Synthetases  in  Myositis 
FIRST  YR  RECOM  AMOUNT:       61,200 

636  OMAHA,  NB  Garvin,  Kevin  L.,  M.D. 

A  Bioresorbable  Drug  Delivery  System  in  the  Treatment  of  Osteomyelitis 
FIRST  YR  RBCOM  AMOUNT:       95,500 

642    PHILADELPHIA,  PA      Malkowitz,  S.  Bruce,  M.D. 
The  Metastatic  Phenotype  of  Transitional  Cell  Carcinoma 
FIRST  YR  RECOM  AMOUNT:       84,000 

646    PITTSBURGH,  (UD)  ,  PA  Hakala,  Thomas  R.,  M.D. 
Monoclonal  Antibodies  to  Kidney  Tumor  Antigens 
FIRST  YR  RECOM  AMOUNT:       65,100 

t  3  andt;  J  i   Ro]  »i  ;•   :•' 
olonic  Anastonoai s 
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Fall  1892  Merit  Review  Round 
Proposals  Which  Were  Approved  but  Not  Funded  and  Under  40% 
(Those  which  were  considered  New  or  Ongoing  Non-Continuous) 

64  6    PITTSBURGH,   (UD) ,  PA   Starr! ,  Thomas  H.,  M.D.,  Ph.D. 
Studies  of  Hepatotrophic  Growth  Factors 
FIRST  YR  RECOM  AMOUNT:      13  7,700 

648    PORTLAND,  OR  Salinsky,  Martin  C.  M.D. 

Antiepileptic  Drug  Effects  on  BEG  Rhythms  and  Cognitive  Abilities 
FIRST  YR  RECOM  AMOUNT:       51,900 

654    RENO,  NV  Peacock,  John  H.,  M.D.,  Ph.D. 

Control  of  Adult  Acetylcholinesterase  Forms  in  Hippocampus 
FIRST  YR  RECOM  AMOUNT:      134,100  *HOLD» 

658    SALEM,  VA  Russell,  Douglas  C,  M.D.,  Ph.D. 

Mechanisms  of  Early  Ischemic  VF:   The  Role  of  Inhomogeneity  of 

Glycogenolyeis 

FIRST  YR  RECOM  AMOUNT:       46,100 

660    SALT  LAKE  CITY,  UT    Harker,  William  Graydon,  M.D. 

Role  of  Topoisomerase  II  Alpha  and  Beta  Emymes  in  Multidrug  Resistance 

FIRST  YR  RECOM  AMOUNT:      120,200 

660    SALT  LAKE  CITY,  UT    Leypoldt,  John  K.,  Ph.D. 
Determinanta  of  Protein  Loss  During  Peritoneal  Dialysis 
FIRST  YR  RECOM  AMOUNT:      108,800 

662    SAN  FRANCISCO,  CA     Heyvorth,  Martin  P.,  M.D. 

Analysis  of  Protective  immunity  to  an  Intestinal  Protozoan  Parasite 

FIRST  YR  RECOM  AMOUNT:       68,000 

662   SAN  FRANCISCO,  CA     Staprans,  Ilona.  Ph.D. 
The  Control  of  Plasma  Lipoprotein  Clearance  Mechanisms 
PIRST  YR  RECOM  AMOUNT:      126,500 

664    SAN  DIEGO,  CA         Bodine- Fowler ,  Sue  C,  Ph.D. 

Nerve  Repair:   The  Effects  of  Timing  and  Surgical  Method  on  Recovery 

FIRST  YR  RECOM  AMOUNT:      141,700 

664    SAN  DIEGO,  CA  Lyden,  Patrick  D.,  M.D. 

Synaptic  Inhibition  for  Stroke  Treatment 
FIRST  YR  RECOM  AMOUNT:       56,500 

664  SAN  DIEGO,  CA        Webster,  Nicholas  0.0. ,    Ph.D. 
Alternative  Splicing  of  the  IR  Gene 

FIRST  YR  RECOM  AMOUNT:       82,900 

665  SBPULVEDA,  CA         Quinones-Baldrich,  William  J.,  M.D. 
Extremity  Ischemia:   Methods  and  Consequences  of  Revascularization 
FIRST  YR  RECOM  AMOUNT:       82,900 

665    SEPULVBDA,  CA         Rolandelli,  Rolando  H.,  M.D. 
IV  Butyra.te  and  Healing  of  Colonic  Anastomosis 
FIRST  YR  RECOM  AMOUNT:       49,100 
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Fall  1992  Merit  Review  Round 
Proposals  Which  Were  Approved  but  Not  Funded  and  Under  40% 
(Those  which  were  considered  New  or  Ongoing  Non-Continuous) 

671    SAN  ANTONIO,  TX       Kasinath,  Balakuntalam  S.,  M.D. 
Mechanisms  of  Glomerular  Epithelial  Cell  Injury 
FIRST  YR  RECOM  AMOUNT:       58,100 

673   TAMPA,  FL  Vesely,  David  L. ,  M.D.,  Ph.D. 

pro  Atrial  Natriuretic  Peptides:   Physiologic  and  Therapeutic  Effects 

FIRST  YR  RECOM  AMOUNT:       69,800 

678   TUCSON,  AZ  Dalgado.  Pedro  L.,  M.D. 

The  Role  of  Serotonin  in  Antidepressant  Action 
FIRST  YR  RECOM  AMOUNT:      101,500 

689   WEST  HAVEN,  CT        Ebereole,  John  S..  M.D. 
Characterization  of  Epileptogenic  Foci  by  EEO  Dipole  Modeling 
FIRST  YR  RECOM  AMOUNT:       79,000 

689    WEST  HAVEN,  CT         Satel,  Sally  L.,  M.D. 

Effect  of  AMPT  (Alpha  Methyl  Paratyrosine)  on  Cocaine  Craving 

FIRST  YR  RECOM  AMOUNT:        57,600 

6  89    WEST  HAVEN,  CT        Velazquez,  Heino,  Ph.D. 

Membrane  Mechanisms  for  Potassium  Transport  by  Distal  Tubule  Cells 

FIRST  YR  RECOM  AMOUNT:      123,600 

691    WEST  LOS  ANGELES  (WA   Elovson,  John,  Ph.D. 
Apolipoprotein  B  and  VLDL  Assembly 
FIRST  YR  RECOM  AMOUNT:      125,900 

691    WEST  LOS  ANGELES  (WA   Wexler,  Hannah  M. ,  Ph.D. 

Non-Beta-Lactamaee  Mediated  Antimicrobial  Resistance  in  the  Bacteroides 
Pragilio  Group 
FIRST  YR  RECOM  AMOUNT:       87,400 

695   MILWAUKEE,  WI         Madden,  Jane  A. ,  Ph.D. 
Cellular  Mechanisms  of  Hypoxic  Pulmonry  Vasoconstriction 
FIRST  YR  RECOM  AMOUNT:      105,4  00 

695    MILWAUKEE,  WI  Stowe,  David  F.,  M.D.,  Ph.D. 

Cardiac  and  Coronary  Preservation  After  Prolonged  Hypothermic  Perfusion 

FIRST  YR  RECOM  AMOUNT:       80,300 


TOTAL:   57,658,900 
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APPROVED  -  UNABLE  TO  FUNPi 

IIR  K89-09S,  Applications  of  Changing  Urban  Hospital 
Locations  on  VA  Services  Demand 
(Diane  Cowper,  MA/Hines)  «..^_.  nnn 

priority  score  -  2.7    BUDGET-.S52, 300/151, 900 

IIR  ((91-142,  The  Effect  of  Polypharmacy  on  Quality  of  Life: 
A  Pilot  Study 

(Graeme  Fincke,  M.D. /Boston)       B#4A/*,«  c™ 
appeal  decision         BUDGET: $64, 500/$10, 500 

IIR  H91-100,  Prognosis  after  Abdominal  Aortic  Aneurysm 

(William  Pearce,  M.D. /Chicago/Lakeside) 
priority  score  =  2.0    BUDGET:$40,600 

IIR  191-071,  Home  Measurement  of  Peak  Expiratory  Flow  Rate 

in  COPD 

(f!l«»n  Murata.  M.D. /Albuquerque) 

privity  score  =  2.7    BUDGET:  $80,  300/151,800 

IIR  H92-043,  Impact  of  Therapeutic  Work  on  Homeless, 
Substance  Dependent  Veterans 

IIR  «90-089,  Estimating  the  Risk  of  Admission  to  VA  Health 
Care  Facilities 
'^^Vts=oa"='1Pa-D-/^ET:!;l.100/«75,l00/,69,300 
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The  following  Cooperative  Studies  In  Health  Services  cannot  be 
implemented  in  FY  1993  due  to  lack  of  funding t 

CSHS  91-003,  "A  Multi-Site  Randomized  Trial  of  Team  Managed 
Hospital  Based  Home  care — VAMC  Mines  — Francis  Weaver,  Phd,  Joan 
Cummings,  MD,  and  Susan  Hughes,  DSW 

[chairman's  office  but  nnot  15  sites  were  funded;  study  may 
be  terminated  due  to  insufficient  funds] 

CSHS  91-007,  "A  Comprehensive  System  for  Quality  Improvement  in 
Ambulatory  Care" — VAMC  Seattle,  Stephen  Fihn,  MD 

[Chairman's  office  and  1  site  funded  in  '93,  but  an 
additional  16  sites  are  required;  study  is  to  be  reviewed 
for  possible  termination  in  view  of  insufficient  funds.] 

CSHS  91-009,  "A  Multi-Site  Study  of  Computer-Generated  Reminders 
to  Enhance  Adherence  to  Standards  of  Ambulatory  Care — VAMC  Hines 
and  Quality  Management  Institute,  Durham,  Jophn  Demakis,  MD  and 
Charles  Beauchamp,  MD,  PhD 

[chairman's  office  and  3  sites  funded  in  '93,  but  an 
additional  10  sites  were  scheduled  and  postponed;  study  is 
being  placed  on  indefinite  hold] 

CSHS  92-006,  "Evaluation  of  GEM  (Geriatric  Evaluation  and 
Management  Unkts  and  Geriatric  Specialty  Clinic  (GSC)  Follow-up," 
VAMC  Durham,   Harvey  Cohen,  MD  and  John  Feuesner,  MD 

approved,  unfunded 

CSHS  92-012,  "Effectiveness  of  Geriatric  Evaluation  and 
Management"  -VAMC  Sepulveda  and  VAMC  Seattle,  Laurence 
Rubenstein,  MD,  MPH  and  Susan  Hedrick,  PhD 

approved,  unfunded 
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COOPERAT'Vt  (TUOIES  PROGRAM  STUDY  ITATVJS  REPORT  (A»  •<  1  UlOltl) 
«.  APPROVED/AWAmNG  FUNDING 


CSEC 

pATt 


PROPONENT 


ProapactJva  Evaluation  of  Rlak  Factor*  for 
Larga  t>  t  om)  Cotonic  Adanomaa  In 
Aavmptomatlo  Sub)actt 


Effact  of  Polyuna  oruratad  lacrthin  on  Uvar 


Timothy  R.  Morgan,  MO. 
01  Saodon.  VAMC 
6001  Ea*t  Savartth  Straal 
Long  Baaoh.  CA   K802J 

Oavtd  Uafcarman.  M.O. 

Staff  Phvalclan  1111-A) 

VAMC.  Pordand  Wviaion 

P.O.  1034 

1710  Souttiwavt  US  Vatarana 

HoapUal  Road 

Portland.  OR   B7207 

Chart,.  »   Uatoar.  M.O. 

Chr'af.  taction  of  Uvat  Olaaaa* 

•nd  Nutrition  and  Alcohol 

Dapandartoa  and  Traatmant 

Program 

VAMC,  ISO  W    Klngabrtdga  Rd. 

Bronx.  NY   10488 


213/881- 
S7S1 


S03/17»- 
B318 
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VA  RESEARCH  LEADING  THE  WAY 


HON.  G.V.  (SONNY)  MONTGOMERY 

OF  MISSISSIPPI 
IN  THE  HOUSE  OF  REPRESENTATIVES 

Tuesday.  February  2, 1993 
Mr.  MONTGOMERY.  Mr.  Speaker,  the  re- 
search program  of  the  Department  of  Veterans 
Affairs  is  vital  to  the  hearth  care  of  our  Na- 
tion's veterans.  The  accomplishments  of  re- 
searchers in  the  Department  of  Veterans  Af- 
fairs are  well  known. 

As  chairman  of  the  Committee  on  Veterans' 
Affairs,  I  am  very  pleased  with  the  accomplish- 
ments of  VA  researchers.  Other  agencies  and 
departments  of  the  Government  are  aware  of 
the  VA's  success  In  medical  and  prosthetic  re- 
search, and  I  would  like  to  see  the  public  be- 
come equally  aware  of  these  contributions. 

The  Department  of  Defense  is  working  joint- 
ly with  the  Department  of  Veterans  Affairs  in 
helping  fund  certain  research  projects  thaL 
benefit  active  military  personnel  and  veterans 
alike. 

There  follows  an  excellent  summary  of  VA 
research  programs  by  Dr.  Dennis  B.  Smith, 
Associate  Chief  Medical  Director  for  Research 
and  Development  In  the  article  that  follows, 
Dr.  Smith  also  points  out  that  VA  research  is 
at  a  critical  juncture  due  to  a  funding  crisis 
that  has  developed  over  the  last  10  years,  ft 
is  an  issue  that  we  must  face  during  this  ses- 
sion of  the  Congress  and  I  wiB  do  everything 
I  can  to  see  that  the  research  program  is 
strengthened  and  improved  in  the  coming  fis- 
cal year. 
[From  Academic  Medicine,  December  1992] 
the  Future  of  Research  at  the 
Department  of  Veterans  Affairs 
(By  Dennis  B.  Smith,  M.D.) 
The  primary  purpose  of  the  research  pro- 
gram of  the  Veterans  Health  Administration 
(the  VHA)  Is  to  support  the  clinical  mission 
of  the  Department  of  Veterans  Affairs  (the 
VA).  The  VHA  research  program  Is  entirely 
Intramural  and  funds  only  Investigators  who 
are  associated  with  the  VA.  The  total  VHA 
research  budget  for  FY  93  Is  S233  million, 
which  supports  over  1.500  programs.  Al- 
though nearly  75%  of  that  budget  rapports 
Investigator-Initiated  biomedical  research, 
the  VHA  research  program  sponsors  Inves- 
tigations along  the  full  spectrum  of  health 
research  areas.  Including  those  In  basic  and 
clinical  sciences,  health  services  (outcomes, 
cost-effectiveness,  and  technology  assess- 
ment), applied  research,  and  rehabilitation 
and  prosthetics. 

The  accomplishments  of  VHA  researchers 
are  well  known:  for  example,  two  of  our  In- 
vestigators are  Nobel  Laureates.  Rosalyn  S. 
Yalow.  Ph.D„  and  Andrew  V.  Schally.  Ph.D., 
and  another  Investigator.  Dr.  William 
Oldendorf.  developed  the  concept  of  the  com- 
puted tomography  (CD  scan.  The  VHA's  con- 
tributions to  scientific  knowledge  In  such 
areas  as  AIDS,  aging,  alcohol  and  drug  de- 
pendency, brain  and  spinal  cord  Injuries, 
nerve  regeneration,  heart  disease,  post-trau- 
matic stress  disorders,  and  schizophrenia  are 
particularly  noteworthy  and  emphasize  the 
relationship  of  VHA  research  to  the  special 
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health  problems  of  oar  aging  veteran  popu- 
lation. Virtually  every  Issue  of  every  peer-re- 
viewed medical  journal  contains  articles  au- 
thored by  VHA  Investigators;  reports  featur- 
ing the  results  of  multlcenter  clinical  trials 
tend  to  generate  the  most  national  atten- 
tion. Recent  published  results  include  the  as- 
sessment of  early  AZT  treatment  In  HIV-in- 
fected patients;  a  comparison  of  surgical  and 
medical  treatments  of  GI  reflux  disease;  ef- 
fects of  coronary  angioplasty  In  single-vessel 
coronary  artery  disease:  a  comparison  of  the 
major  antleplleptlo  drugs;  and  the  effects  of 
treatment  with  low-dose  warfarin  on  the  de- 
velopment of  strokes.  Rehabilitation  re- 
search has  focused  primarily  on  prosthetic 
research  and  development  (the  so-called  "Se- 
attle foot"  was  a  result  of  this  effort),  but 
recently  there  has  been  a-  shift  to  more 
broadly  based  studies,  such  as  Investigations 
focusing  on  neural  rehabilitation,  cardiac  re- 
habilitation, and  geriatric  rehabilitation. 

In  the  past  two  to  three  years,  the  Health 
Services  Research  and  .  Development 
(HSR&D)  Service  has  grown  more  rapidly 
than  the  other  two  branches  of  the  research 
program.  The  HSR&D  Is  currently  support- 
ing research  and  development  projects  ad- 
dressing health  care  delivery  concerns  In  the 
areas  of  HIV  and  AIDS,  prostate  cancer,  sub- 
stance abuse,  care  of  the  aging  veteran,  men- 
tal health,  quality  of  ambulatory  care,  and 
the  concerns  of  special  populations  such  as 
women  veterans.  Service-directed  research 
projects  consist  of  studies  conducted  In  re- 
sponse to  needs  Identified  by  Congress,  the 
Office  of  Management  and  Budget,  or  health 
care  system  managers  at  the  VA.  Investiga- 
tor-Initiated research  Is  the  most  common 
type  of  Investigation  under  the  HSR&D  pro- 
gram. Just  as  It  Is  In  the  VHA  research  pro- 
gram as  a  whole. 

A  CRITICAL  JUNCTURE 

Research  by  the  VHA  has  been  a  huge  suc- 
cess In  terms  of  both  productivity  and  qual- 
ity; most  observers  maintain  that  VHA  stud- 
ies are  on  a  par  with  those  done  at  the  NHi. 
But  VHA  research  Is  at  a  critical  Juncture.  A 
funding  crisis  that  has  been  building  for  over 
a  decade  threatens  the  existence  of  the  bio- 
medical research  component  and  endangers 
both  the  health  service  and  the  rehabilita- 
tion research  components. 

Until  this  year,  despite  a  shrinking.  Infla- 
tion-adjusted budget,  we  have  been  able  to 
obtain  fnndlng  for  a  fairly  constant  overall 
number  of  research  programs.  This  relative 
constancy  has  been  achieved  by  implement- 
ing a  number  of  resourceful  (but  not  pain- 
less) budgetary  maneuvers.  New  programs 
have  been  funded  with  money  captured  by 
taxing  existing  programs,  taxing  newly  fund- 
ed programs  on  the  basis  of  their  priorities. 
by  redirecting  money  budgeted  for  manda- 
tory pay  raises  and  by  deferring  purchases  of 
core  equipment.  In  addition,  since  1967. 
largely  through  the  efforts  of  Representative 
Sonny  Montgomery,  our  budget  has  been 
supplemented  by  an  annual  520  million  trans- 
fer of  funds  from  the  Department  of  Defense 
(DOD)  intended  to  fund  research  of  common 
Interest  to  the  DOD  and  the  VA.  Despite  all 
of  these  maneuvers  and  an  even  larger  DOD 
transfer.  In  1993  the  number  of  funded  re- 
search programs  In  the  VHA  will  shrink 
more  than  25%. 

While  It  Is  true  that  the  economy  In  gen- 
eral has  suffered,  and  that  there  are  budg- 
etary problems  In  nearly  all  medical  schools 
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and  universities  as  well  as  In  most  other  gcr- 
ernment  agencies,  VHA  research  has  suffer*- 1 
dlsproportlonally.  Our  budget  has  decreased 
from  3.5%  of  the  VHA's  medical  care  appro- 
priation In  1970  to  2.2%  of  the  1987  appropria- 
tion and  finally  to  1.5%  in  1993.  Further 
while  our  budget  has  declined  relative  to  in- 
flation each  year  for  the  past  decade,  tie 
NTH  budget  has  kept  ahead  of  inflation  everv 
year  until  this  one. 

Many  people  who  are  fairly  familiar  with 
the  VHA  research  program  have  not  beta 
aware  that  this  funding  crisis  has  been  bulg- 
ing, and  are  surprised  that  the  program  is  in 
trouble.  Few  have  been  aware  how  fragile 
our  budget  has  become.  After  ten  years  of  de- 
cline, we  can  no  longer  compensate.  In  tie 
1993  budget  year,  we  had  no  choice  but  la 
stop  funding  all  new  programs  after  the  Oc- 
tober 1. 1992.  start  date. 

WHY  RESEARCH  IN  THE  VA? 

At  this  Juncture.  It  Is  legitimate  to  hi 
whether  a  strong  research  program  In  the  VA 
is  Important,  and  whether  the  same  goz.: 
can  be  accomplished  If  the  money  current., 
used  to  fund  VHA  research  were  simp:  7 
transferred  to  the  NIH,  First.  I  think  that :': 
is  naive  to  think  that  the  money  current.  - 
being  awarded  to  VHA  would  be  transfem-: 
to  the  NTH.  It  would.  I  suggest,  simply  be 
lost— and  $232  million  is  not  a  windfall  it: 
the  NTH!  Second,  the  kinds  of  Investigation 
carried  out  by  the  VHA  do  not  duplicate 
those  at  the  NTH.  VHA  research,  as  men- 
tioned earlier,  is  an  Intramural  affair.  More 
than  80%  of  VHA  researchers  are  clinicians 
who  take  care  of  patients  in  the  VA  medlci. 
centers.  Less  than  25%  of  NTH-funded  Inves- 
tigators are  clinicians.  VHA  research  is 
clinically  Informed  and  is  derived  direct. 7 
from  the  health  care  problems  of  veterans.  A 
nationwide  network  of  hospitals  with  a  fair- 
ly homogeneous  population  of  patients  and  a 
uniform  database  creates  a  unique  oppor- 
tunity for  large  multlcenter  clinical  triali. 
and  a  centralized  management  system  pro- 
vides an  accessible  mechanism  for  collabo- 
rative research  at  all  levels.  No  other  system 
In  this  country  provides  the  opportunity  fcr 
Involvement  In  research  activity  that  links 
basic  science,  clinical  studies,  and  rehabili- 
tation to  the  extent  that  VHA  research  does 

VHA  research  Is  an  Integral  part  of  the 
VHA's  health  care  mission,  and  it  also  con- 
tributes significantly  to  our  knowledge  ci 
diseases  and  their  treatment.  While  these 
contributions  Indirectly  affect  the  healti. 
care  of  veterans  (and  nonveterans).  the  hlgr. 
quallty  of  health  care  provided  to  veterans  is 
directly  affected  by  the  inquiring  academic 
atmosphere  generated  by  the  VHA  research 
program.  In  addition.  VHA  research  Is  im- 
portant to  unlverslty-VA  affiliation  pro- 
grams. Not  many  universities  would  find  the 
VA  affiliation  so  attractive  If  research  op- 
portunities did  not  exist  within  the  VHA. 
Few  of  us  would  question  the  Important  role 
that  such  affiliations  play  In  providing  pa- 
tient care  of  the  highest  quality  to  our  vet- 
erans. Both  a  strong  VHA  research  program 
and  the  affiliation  program  are  essential  to 
recruit  and  retain  the  high-quality  physi- 
cians who  now  staff  VA  medical  centers 
Thus,  not  only  does  VHA  research  contribute 
directly  to  the  diagnostic  and  treatment  mo- 
dalities currently  available  to  veterans,  but 
many  of  the  physicians  who  make  the  diag- 
noses and  prescribe  the   treatments  would 


299 


not  be  to  the  VA  system  If  there  war*  not  ft 
strong  research  program. 

fVTURZ  PLANS 

It  U  not  clear  whether  VHA  research  fund- 
ing will  Improve  sufficiently  to  understand 
new  Initiative*,  much  less  sustain  the 
present  level  of  activity.  I  am  convinced, 
however,  that  changes  In  «wpii»«i«  and  direc- 
tion In  the  program  are  necessary  If  It  U  to 
survive.  I  agree  with  Dr.  Robert  Rosensweig, 
who  wrote  In  this  column  In  the  October 
issue  that  he  thought  that  the  prospects  far 
large  Increases  In  science  funding  were  slim 
and  that  large  Increases  would  only  "lubri- 
cate the  system  well  enough  to  keep  every- 
one minimally  happy;  they  would  not  solve 
the  underlying  problem,  because  .  .  .  they 
would  also  be  creating  even  larger  future  de- 
mand." (1)  As  Increase  In  funding  alone  will 
not  solve  our  problem.  But  we  cannot  move 
In  new  directions  and  be  responsive  to  Con- 
gress and  our  constituents  without  a  sub- 
stantial Increase  Is  funding. 

In  order  to  attract  more  funds  and  to  bet- 
ter reflect  the  health  care  seeds  of  our  veter- 
ans. VHA  research  must  change.  Emphasis  Is 
already  shifting  toward  olinlcally  relevant 
and  clinically  derived  research.  Special  Ini- 
tiatives are  planned  in  the  areas  of  aging, 
mental  Illness,  prostate  disease,  women's 
health,  and.  In  conjunction  with  the  Decade 
of  the  Brain,  neurosclences.  Integration  of 
research  efforts  In  blomedlclne,  health  serv- 
ices, and  rehabilitation  win  be  encouraged. 
For  example,  studies  on  the  biomedical 
underpinnings  of  health  services  and  reha- 
bilitation research  will  be  strengthened  and 
the  effectiveness  and  cost  consequences  of 
biomedical  maneuvers  will  be  high-priority 
research  topics.  Neurorehabilltatlon  and  re- 
habilitation in  agtng  patients  and  those  with 
heart  disease  or  mental  illness  are  thera- 
peutic challenges  that  require  the  Intellec- 
tual and  technical  resources  of  biomedical, 
health  servlcee,  and  rehabilitation  research. 
In  turn,  investigators  In  these  broad  re- 
search areas  need  access  to  organizational 
arrangements  uniquely  available  at  the  VA, 
such  as  the  Cooperative  Studies  Program. 

VHA  research  should  support  the  overall 
gosls  of  the  VA  and  not  function  as  an  Inde- 
pendent* activity.  In  addition  to  the  core.  In- 
vestigator-initiated research,  we  will  develop 
other  types  of  studies  and  will  support  re- 
search that  addresses  the  specific  needs  of 
the  veteran  population.  We  will  Initiate  true 
muitldlscipllnary  research  programs  that  In- 
tegrate basic  science  and  "»"''•«'  applica- 
tions, and  will  enoourage  the  Integration  of 
biomedical  research  and  rehabilitation  re- 
search. Finally,  we  will  look  for  ways  to  fos- 
ter research  collaboration  between  smaller 
hospitals  and  larger  secondary  and  tertiary 
care  facilities.  This  will  be  done  partly  by  es- 
tablishing disease-oriented  centers  without 
walls  that  will  link  VA  medical  centers  In 
the  same  geographic  areas. 

A  major  goal  of  VHA  research  Is  to  place 
greater  emphasis  on  clinical  Investigations 
(such  as  just  described),  but  the  present 
budgetary  projection  seriously  threatens 
such  initiative  as  well  as  the  existing  core 
programs.  This  unfortunate  situation  not 
only  has  an  Immediate  and  direct  Impact  on 
our  clinician-Investigators  but  also  sends  a 
message  that  research  Is  not  an  essential  ele- 
ment of  the  VA  health  care  system. 

The  academic  medical  model  of  integrated 
clinical  care,  research,  and  education  is  uni- 
versally accepted  as  the  best  means  of  pro- 
viding care  of  the  highest  quality.  Com- 
promising this  time-tested  model  will  ulti- 
mately compromise  the  quality  of  care  avail- 
able In  the  VA  system.  It  Is  essential  that 
every  member  of  the  VHA  community  In  our 
medical  centers  and  central  office,  as  well  ss 
our  colleagues  In  affiliated  medical  schools. 
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understand  this  and  bacame  actively  In- 
volved In  supporting  a  strong  program  of 
VHA  research.  We  most  all  take  responsibil- 
ity to  educate  our  policymakers,  administra- 
tors, and  constituents.  The  future  of  VHA  re- 
search, our  affiliation  program,  and  ulti- 
mately the  quality  of  health  care  delivered 
In  our  VA  medical  centers  are  at  stake. 

B0TRENCK 

1.  Rosenzwelg,  R.M.  The  Choice  for  Re- 
search Policy:  More  or  Better?  Acad.  Med. 
67(199Z):65*-«5. 
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WRITTEN  COMMITTEE  QUESTIONS  AND  THEIR  RESPONSES 
Chairman  Montgomery  to  Paralyzed  Veterans  of  America 

Responses  to  Additional  Questions 

Following  the  Independent  Budget  Hearing 

on  March  18,  1993 


In  your  opinion,  what  impact  will  a  "current  services"  FY  94  budget 
have  on  VA's  ability  to  meet  the  increasing  demand  for  outpatient 
and  long-term  care? 

A  current  services  budget  will  not  allow  VA  to  increase  its  capacity  for 
outpatient  care  or  long  term  care.    On  the  contrary,  a  current  services 
budget  based  on  FY  1993  appropriations  will  continue  the  pattern 
observed  over  the  past  decade,  that  is,  inadequate  adjustments  to  an 
inadequate  base. 

In  contrast,  the  FY  1994  Independent  Budget  current  services 
recommendation  is  based  on  accumulated  Independent  Budget 
recommendations  beginning  with  FY  1988  as  the  base  year.    FY  1988 
was  the  last  year  that  Veterans  Health  Administration  workloads  were  not 
constrained  by  inadequate  appropriations.    The  Independent  Budget 
recommended  appropriation  is  designed  to  allow  VA  to  increase  its 
workload  incrementally  to  achieve  FY  1995  workload  targets  established 
for  a  variety  of  care  modalities,  including  institutional  (nursing  home)  and 
non-institutional  (adult  day  health  care,  hospice,  hospital-based  home 
care,  etc.)  long-term  care  and  outpatient  care.    These  workload  targets, 
which  were  derived  from  demographic  analysis  and  historical  utilization 
data,  are  based  on  realistic  estimates  of  veterans  demand  for  VA  services 
in  FY  1994. 

The  Administration's  budget  request  for  the  Medical  Care  account  is  $1.5 
billion  below  the  Independent  Budget  current  services  level.  It  is  another 
billion  dollars  below  the  Independent  Budget  recommended  appropriation. 
This  shortfall  will  be  accommodated  by  rationing  veterans'  care. 

The  Administration's  "current  services"  budget  for  FY  1994  will  not 
allow  VA  to  deliver  as  much  care  as  was  provided  in  FY  1988,  let  alone 
expand  outpatient  and  long  term  care  capacity  to  meet  the  growing  need 
of  the  veteran  population. 
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The  Independent  Budget  recommends  $200  million  for  grants  to  the 
state  home  program.    What  assurances  do  you  have  that  the  states 
will  be  able  to  provide  matching  funds  for  such  a  large  increase  in 
funding? 

Our  recommendation  was  based  on  a  full  funding  of  all  projects  listed  on 
VA's  "Priority  List  of  Federal  Assistance  Requests  Pending  Approval  of 
State  Home  Construction  Grants  As  Of  August  15,  1992"  (appended). 
This  listing  was  approved  by  Edward  Derwinski,  September  17,  1992. 
Many  of  these  projects,  some  which  have  been  approved  and  pending 
since  FY  1991,  will  remain  unfunded  at  the  end  of  FY  1993.    In 
addition,  new  applications  will  be  filed  by  FY  1994.    We  believe  it  is 
reasonable  to  assume  that  a  state  would  make  funds  available  if  their 
applications  were  approved. 


The  Independent  Budget  recommends  sufficient  funding  for  the 
preventive  health  care  services  program.    What  level  of  funding  do 
you  believe  would  be  adequate  for  that  program? 

Our  specific  recommendations,  under  current  entitlement  law,  for  VA's 
Preventive  Medicine  (PM)  Program  are  outlined  on  pp.  89-90  of  the 
Independent  Budget.    They  include  a  funding  recommendation  of  $3.5 
million.    This  funding  would  accommodate  50  women  veterans 
coordinators  and  funding  for  10,000  additional  fee  visits  for  women 
veterans,  with  residual  funding  to  provide  for  direct  care  staff  and 
equipment  to  implement  PM  program  interventions. 

The  true  cost  of  implementing  an  effective  prevention  program  is  more 
difficult  to  project  because  the  Independent  Budget  recommends  that  these 
services  be  offered  as  part  of  a  larger  health  maintenance  agenda, 
including  full  implementation  of  case  management  activities  and  patient 
health  education.    These  activities  will  require  additional  staff  and, 
perhaps,  additional  clinic  space.    Under  current  law,  only  some  service- 
connected  veterans  are  entitled,  on  an  unrestricted  basis,  to  outpatient 
care.    For  preventive  services  to  be  made  available  to  all  VA  system 
users,  we  assume  entitlement  criteria  would  have  to  be  changed. 
Entitlement  reform  would  incur  additional  costs  for  VA. 
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PRIORITY    USI   OF    FEDERAL   ASSISTANCE   REQUESTS    PEKDINC 

APPROVAL   OF    STATE  HOKE   CONSTRUCTION  CRANTS    1/ 

AS    OF   AUCUST    15.    1992 


ESTIMATED 

RANK      PRIORITY         FAI 

PROJECT                  CRANT   REQUEST 

SO.         CROUP             No. 

STATE    (Locality) 

DESCRIPTION 

000) 

"    1              1 

04-001 

AZ   (Phoenli) 

200    KHC 

9.223 

2            1 

72-001 

PR   (Juana    Diaz) 

250    DOM/NHC    Stde 

5.571 

3            I 

01-002 

AL  (Huotsvllle) 

Nev   120   Bed   KHC 

5,289 

u           i 

01-003 

AX   (Bay   Mlnette) 

New   120   Bed   NHC 

5,156 

-5         1 

22-002 

LA   (Monroe) 

New  156  Bed  NHC 

6,264 

6            1 

17-014 

IL   (Anna) 

New  60   Bed  NHC 

2,932 

"7            1 

30-002 

KT   (Clendlve) 

100   NHC 

3,699 

8            1 

23-004 

ME    (Bangor) 

New   120    Bed   NHC 

6,600 

9              1 

23-005 

ME   (South    Paris) 

New   90   Bed   NHC 

4,953 

10              1 

36-005 

NY    (Western) 

New   120    Bed   NHC 

9,750 

25-032 

MA   (Hoi yoke) 

Handicap  Ac   NHC 

147 

•12              i 

53-022 

UA    (Retail) 

Asbestos   Rea  NHC 

489 

•1)              1 

34-016 

NJ    (Menlo    Park) 

Alih    Patio   NHC 

54 

•i4           ; 

31-006 

NE   (Omaha) 

Ceo  Reoov   NHC 

1.941 

•15          1 

31-008 

NE   (Norfolk) 

Ceo   Renov  NHC 

4  20 

"16              1 

16-005 

ID   (Boise) 

Kit   Ren   NHC 

655 

17             1 

34-020 

NJ    (Vlaelaod) 

Theraal  Wind   NHC 

158 

•18           1 

27-012 

KN   (Minn) 

Air   Cond  NHC 

396 

19            1 

26-006 

MI    (Grand    Rapids) 

Fire  Alara  NHC 

104 

20            1 

55-015 

Wl    (Ring) 

Replc  Elec  Sys  N 

946 

21             1 

27-015 

KN    (Minn) 

NHC  Link 

381 

22            1 

55-016 

WI    (King) 

Ren. Kitchen  NHC 

136 

23           1 

55-017 

WI    (King) 

Handicap  Ace  NHC 

83 

24            1 

55-018 

WI    (King) 

Ceo. Ren. NHC 

81 

25           1 

42-017 

PA   (Hollldaysburg) 

Replc  Boiler  NHC 

1,415 

26           1 

42-010C 

PA   (Spring  City) 

Crant    Inc.    NHC 

451 

•27            1 

31-007 

NE    (Scottsbluff) 

Ceo   Reo/Dom 

1,826 

■28           1 

56-003 

UY   (Buffalo) 

Air   Cond  Don 

288 

•29            1 

09-010 

CT    (Rocky  Hill) 

LSC/Handlcap  Don 

618 

•30           1 

27-011 

KN   (Hastings) 

Air   Cond   Dob 

156 

•31           1 

27-013 

KN    (Mailings) 

Cen  Ren   LSC   other 

1,030 

32           1 

09-011 

CT   (Rocky   Hill) 

Life   Safety   Don 

995 

33            1 

25-033 

MA  (Chelsea) 

Replc   Boiler   Dob 

984 

34           1 

27-014 

KN   (Hastings) 

Replc  Windows  Dob 

35 

•35           1 

09-009 

CT  (Rocky  Hill) 

Kospt  Asbestos 

527 

36           3 

41-001 

OR   (Fending) 

New  151   Bed  NHC 

8,325 

37 

12-003 

Fl  (Pending) 

Nev  120   Bed   NHC 

7,423 

38 

06-038 

CA  (Bststov) 

New  500  Bed  KHC 

19,825 

39 

47-003 

TO  (Jackson) 

Nev  120  Bed  NHC 

4,886 

40 

06-024 

CA    (Yountvllle) 

Ren  NHC   1-3C-D 

3,120 

41 

06-026 

CA  (Yountvllle) 

Ren  Anoex  I 

2,441 

42 

06-027 

CA  (Yountvllle) 

Ren  Annex  II 

4,716 

43 

06-029 

CA   (Yountvllle) 

Reo  Storage   Dob 

195 

44 

06-035 

CA  (Yountvllle) 

Ren  Ada   Bldg   Doa 

325 

45 

39-011 

OH  (Sandusky) 

Reo  Secrest  NHC 

195 

46 

39-012 

OH   (Sandusky) 

Ren  Ada  Bldg  NHC 

1.073 

47 

24-004 

KB   (Charlotte    Hall) 

126   NHC/D 

5,298 

48 

29-006 

MO    (NW) 

New  150  Bed  NHC 

7,800 

49 

42-016 

PA   (Pittsburgh) 

Nev  250  Bed  NHC 

16.872 

50 

40-013 

OK  (No run) 

Replc   301   NHC 

19,009 

51 

38-005 

NT)  (Lisbon) 

Add    20    NHC    Beds 

1,100 

52 

55-011 

WI    (King) 

Ren.    NHC  Unit 

3,187 

53 

19-027 

LA  (Marshalltovo) 

Dietary  NHC 

4,173 

54 

42-012 

PA  (Spring  City) 

Dietary   Doa 

2,373 

55 

36-003 

NY  (Oiford) 

Ren   PT/OT  NHC 

1,217 

56 

34-014 

NJ   (Menlo   Park) 

Lauod/Warebs    NHC 

1,168 

57 

53-020 

UA    (Ortlng) 

Main  Bldg  NHC 

102 

•58 

53-023 

WA   (Ortlng) 

Asbestos  Rea  NHC 

139 

59 

34-017 

NJ   (Vineland) 

Uund/Uareha    NHC 

770 

60 

34-018 

NJ  (Menlo  Park) 

Fire   Protec  NHC 

2,006 

61 

34-019 

NJ   (Vineland) 

Fire  Protec  NHC 

1,260 

•62 

55-014 

UI    (King) 

Air  Cond  NHC 

1,643 

63 

53-024 

UA  (Ortlng) 

Ren  ♦  81   NHC   Beds 

2,878 

64 

53-025 

WA  (Ortlng) 

+32   NHC  Alahelaer 

2,262 

65 

19-028 

LA   (Marahalltovn) 

Cen  Renov  NHC 

2,7)1 

66 

I                17-016 

IL  (qutncy) 

Therapy  Bldg  NHC 

2,421 

67 

I               34-021 

NJ   (Farasus) 

Lauudry/Wnouee  NH 

829 

68 

i               53-026 

WA  (Ortlng) 

ten  Alzb  NHC 

100 

69 

i               06-021 

CA  (Yountvllle) 

Ren  Doa  J 

933 

70 

4               06-023 

CA  (Yountvllle) 

Reo  Doa  L 

812 

71 

4               06-036 

CA   (Yountvllle) 

Sprinkler  Doa  E 

121 

72 

4               06-039 

CA  (Yountvllle) 

Ren.   Dob  G 

4,105 

73 

5               06-032 

CA  (Yountvllle) 

Ren  Food  Svc  Hosp 

46 

TOTAL:        t211,632 
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•  Indlcstee  application  was  on  the  August  15,  1991,  priority  list,  sod  is 
scheduled  for  obllgstlon  before  SepteBber  30,  1992.   If  funds  for  these 
grants  are  not  obligated  before  Septeaber  30,  1992,  applications  vill  be 
funded  in  Fiscal  Year  1993  In  the  order  vhlch  they  appesr  on  this  list, 
subject  to  the  svsllablllty  of  Federal  funds  and  coapUsoce  vlth  all  Federal 
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With  VA  dental  care  restricted  for  the  most  part  to  service-connected 
conditions  or  to  those,  while  in  a  VA  hospital,  who  have  dental 
conditions  affecting  another  condition,  why  does  the  Independent 
Budget  recommend  demonstration  projects  with  dental  schools  to  give 
veterans  greater  access  to  care  not  available  at  a  VA  medical  center? 

The  1992  Senior  Management  Conference  Informational  Handout  from 
the  Office  of  Dentistry  best  addresses  your  question. 

Patients  admitted  to  the  hospital  for  any  purpose  may  legally  receive  dental  treatment 
during  their  inpatient  stay.    Most  inpatients,  however,  do  not  receive  dental  care 
because  workloads  force  prioritization,  and  inpatient  treatment  is  generally  limited  to 
dental  emergencies  (pain,  infection,  hemorrhage,  trauma)  and  to  those  whose 
medical  problems  are  complicated  by  dental  infections  or  other  oral  problems... 
With  the  enactment  of  Public  Law  102-86  in  1991,  authority  was  granted  to  provide 
outpatient  dental  care  that  is  medically  necessary  in  preparation  for  hospital 
admission  and/ or  for  veterans  enrolled  in  any  VA  treatment  program.    At  most  VA 
facilities,  these  combinations  of  dental  workloads  necessitate  the  application  of 
stringent  prioritization  principles. 

The  Independent  Budget  co-authors  are  opposed  to  any  form  of  covert 
rationing  (which  is  implied  by  "stringent  prioritization")  in  the  delivery  of 
medically  necessary  care  to  veterans.    The  Independent  Budget  welcomes 
opportunities  to  expand  affiliations  with  medical  training  programs  and 
views  consortia  programs  with  dental  schools  as  a  means  of  enhancing 
quality  dental  services  and  increasing  their  accessibility  to  veterans.    The 
consortia  arrangements  will  also  allow  opportunities  to  enhance  dental 
research  programs.    Demonstration  projects  involving  dental  schools 
support  three  of  VA's  vital  missions:    quality  patient  care,  medical 
research,  and  medical  education. 


5.       The  Independent  Budget  recommends  the  conversion  of  1,695  hospital 
beds  to  nursing  home  use  in  FY  1994  and  FY  1995.    What  is  the  basis 
for  that  number  and  what  resource  requirements  are  involved?   How 
does  this  recommendation  relate  to  eligibility  reform? 

The  Independent  Budget  funding  recommendations  work  toward  workload 
goals  established  at  the  origination  of  the  project  in  1988.    These  goals 
were  based  on  a  VA  market  share  model  which  assumed  VA  should  be 
responsible  for  20%  of  the  veteran  community's  nursing  home  care.    The 
care  could  be  handled  in  any  of  the  three  settings  in  which  veteran 
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patients  are  cared  for:    VA  nursing  homes,  community  nursing  homes,  or 
state  homes.    Originally,  OMB  envisioned  a  30%-40%-30%  distribution 
for  nursing  home  care  provided  or  purchased  by  VA.    In  fact,  it  has 
achieved  a  43% -35% -22%  distribution  pattern  because  VA  hospital 
directors  are,  increasingly,  fiscally  constrained  and  demonstrate  a 
propensity  to  retain  funds  in  their  hospitals  before  contracting  outside  the 
system  for  services.    The  Independent  Budget  works  toward  a  40% -30%- 
30%  distribution  pattern.    Use  of  VA  and  state  nursing  homes  is 
growing,  but  not  enough  to  keep  up  with  the  curtailment  of  contracted 
nursing  home  services.    The  Independent  Budget  workload  target  goal  of 
46,800  ADC  set  in  1988  has  not  been  abandoned,  but  the  distribution  of 
the  workload  has  evolved  to  better  match  VA's  actual  flow  of  resources. 


VA  nursing  homes  are  handling  the  bulk  of  the  VA  workload.    Growth  in 
VA  nursing  homes  can  be  accommodated  in  three  ways:    VA  can  build 
new  nursing  homes;    VA  can  convert  hospital  wards  to  nursing  home 
beds;    or,  VA  can  lease  nursing  homes  through  "design  to  suit"  contracts 
and  provide  the  staff  and  equipment  to  manage  nursing  home  care. 

Our  proposal  to  convert  1,695  hospital  beds  to  nursing  home  care  is  part 
of  a  strategy  to  allow  VA  to  accommodate  its  workload  target  for  nursing 
home  care  in  FY  1994.    Our  proposal  for  VA  nursing  home  care  also 
includes  leasing  six  120-bed  nursing  homes  and  entering  enhanced  use 
leases  for  another  240  beds. 

The  Independent  Budget  makes  all  of  its  funding  recommendations  in  the 
context  of  current  law,  which  means  it  does  not  take  the  effects  of 
entitlement  reform  or  national  health  care  proposals  into  account. 
However,  adding  to  nursing  home  capacity  does  work  toward  the  goal  of 
giving  veterans  increased  access  to  the  complete  continuum  of  health  care 
services,  including  long-term  care,  called  for  in  the  Independent  Budget's 
entitlement  reform  proposal.    Increasing  capacity  in  the  nursing  home 
program  is  dictated  by  the  aging  of  the  veteran  community  and  the 
suppressed  demand  which  could  be  manifested  through  entitlement 
reform. 

The  Independent  Budget  notes  that  as  of  March  1992,  VA  had  1,224 
applicants  for  blind  rehabilitation  programs,  almost  twice  the  number 
of  veterans  that  VA  can  treat  in  a  year,  on  waiting  lists.    A  new  blind 
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rehabilitation  center  is  scheduled  to  open  during  this  fiscal  year,  but 
that  will  only  increase  capacity  by  34  beds.    How  many  centers  are 
needed  to  accommodate  applicants  on  the  waiting  list? 

VA  needs  90  more  blind  rehabilitation  beds  in  addition  to  the  new  34  bed 
facility  in  Tucson,  Arizona.    This  capacity  could  be  provided  by 
renovating  existing  space  to  create  two  blind  rehabilitation  centers  and  a 
15  bed  clinic.    The  clinic  is  desperately  needed  in  the  Southeast,  and  the 
centers  should  be  located  on  the  East  Coast  and  in  the  mid-west. 

These  beds  are  urgently  needed.    More  veterans  lose  their  sight  each  year 
than  can  be  admitted  to  VA's  blind  rehabilitation  programs.    The  waiting 
list  for  blind  rehabilitation  grew  from  a  backlog  of  825  in  1990  to  1224 
in  1992.    Adding  200  people  to  the  waiting  list  each  year  means  that  if 
the  necessary  renovations  are  not  funded  soon,  VA  will  never  catch  up. 
Furthermore,  the  incidence  rate  of  blindness  is  increasing  as  the  veteran 
population  ages.    Twenty  thousand  more  veterans  will  need  blind 
rehabilitation  before  the  turn  of  the  century.    While  veterans  understand 
that  funds  are  scarce  and  that  VA  has  other  urgent  needs,  the  investment 
in  renovations  to  provide  90  blind  rehabilitation  beds  should  be 
recognized  as  both  essential  and  cost-effective. 

7.        The  Independent  Budget  recommends  concentrating  highly  specialized 
services,  such  as  open  heart  surgery,  in  geographic  areas  where  the 
need  is  greatest  and  the  elimination  of  redundant  and  underutilized 
services.   Additionally,  it  recommends  sufficient  beneficiary  travel 
funding  to  achieve  the  restructuring  of  some  programs.    Do  you  have 
an  estimate  of  how  much  more  beneficiary  travel  funding  would  be 
required? 

No.    The  Independent  Budget  recommends  no  incremental  funding  for 
beneficiary  travel  for  FY  1994. 

Understanding  the  need  for  beneficiary  travel  requires  an  in-depth 
analysis  of  utilization  patterns  and  demographics  of  the  veteran  user 
population  in  a  restructured  system.    Restructuring  will  have  to  take  into 
account  the  probable  effects  of  entitlement  reform  and  reform  in  the 
national  health  care  system  as  enacted  by  Congress,  and  which  would 
cause  veteran  utilization  to  fluctuate.    Presumably  VA's  National  Health 
Care  Plan  will  provide  a  methodology  for  restructuring  the  system,  but 
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the  planning  process  has  not  been  completed  and  the  veterans  service 
organizations  have  little  information  on  which  to  base  estimates  of 
increased  beneficiary  travel.    Furthermore,  VA  has  never  undertaken 
catchment  area  studies  recommended  in  past  Independent  Budgets  to 
examine  how  these  effects  might  impact  the  geographically  disadvantaged 
VA  system  user  population. 

VSOs  have  provided  a  great  deal  of  beneficiary  travel  support  to  the 
veterans  community  in  recent  years  through  their  van  services.    While 
VSOs  plan  to  continue  these  services,  the  Federal  government  must  be 
prepared  to  meet  increased  demand  for  beneficiary  travel  if  they  plan  on 
regionalizing  high-tech/high-cost  programs  to  a  greater  degree. 

Sleeping  beds  should  be  available  as  a  travel  benefit  to  veterans,  and  (at 
cost)  to  their  immediate  family  members.    Sleeping  beds  might  easily  be 
made  available  from  the  excess  beds  which  many  hospitals  now  have. 
VA's  incremental  costs  would  be  minimal:  housekeeping  and  canteen 
service  for  veterans  and  the  same  services,  at  cost,  for  veterans' 
immediate  family  members. 

The  Independent  Budget  recommends  a  review,  by  the  VA's  special 
medical  advisory  group,  of  the  formal  basis  for  affiliations  between 
VA  and  medical  schools.   What  are  some  of  the  reasons  for  such  a 
review?   What  do  you  believe  should  emerge  from  that  review? 

A  review  is  needed  because  all  parties  have  expressed  growing 
dissatisfaction  with  decisions  that  affect  affiliations.    Medical  schools 
have  been  affected  by  unilateral  decisions  on  the  part  of  VA  to  close 
programs  and  eliminate  residencies.   There  is  a  perception  in  VA  and 
among  VSOs  that,  in  some  affiliations,  the  medical  schools  exert 
excessive  influence  on  VA  programs  and  staffing. 

The  VA's  affiliations  with  medical  schools  and  other  health  professional 
education  institutions  are  absolutely  critical  to  sustaining  high-quality  care 
in  VA  facilities.    It  is  essential  that  these  affiliations  are  mutually 
beneficial  and  recognized  as  exerting  entirely  positive  influences  on 
veterans  health  care. 

The  purpose  of  the  review  would  be  to  ensure  that  the  understanding  of 
good  faith,  unselfishness,  tolerance,  and  cordiality  that  animate 
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Memorandum  No.  2  are  reflected  in  the  subsequent  legislation, 
regulations,  and  circulars  that  constitute  the  framework  for  making 
decisions  that  involve  VA  hospitals  and  affiliated  schools.    The  practical 
goals  of  the  review  would  include  improved  operational  communication 
and  cooperation  in  the  development  of  new  programs  and  educational 
consortia.    Such  a  review  would  clarify  the  rights  and  responsibilities  of 
all  parties  to  the  affiliation  agreements  and  set  guidelines  for  decision 
making.    We  believe  that  the  Department  of  Veterans  Affairs  Special 
Medical  Advisory  Group  (SMAG)  would  be  the  proper  body  to  undertake 
such  a  review.    SMAG  is  responsible  to  Congress  and  is  highly  regarded 
both  in  VA  and  in  the  academic  community. 
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Hearing  of  March  18,  1993 
Non  Commissioned  Officers  Association 


Question:  The  president  has  recommended  over  $300  million  to 
address  the  backlog  in  social  security  claims.   Has  your 
organization  or  anyone  at  the  VA,  figured  out  what  it  would  take 
to  address  the  backlog  in  VA  claims? 

Response:  Dialogue  with  the  Department  of  Veterans  Affairs 
Benefits  Administration  on  this  issue  has  resulted  in  the 
following  annual  requirements  to  reduce  the  existing  backlog  of 
claims.   The  requirement  detailed  below  requires  500  new 
employees  for  four  years  and  a  budget  cost  of  $77.  M. 


Additional  Requirements 

Year  Personnel  Cost 

1993  500 

1994 

1995 

1996 


*$20 

M 

19 

M 

19 

M 

19 

M 

$77  M 


*     Includes  approximately  $1  M  for  start  up  cost  (equipment, 
etc)  to  brinq  on  board  500  new  employees. 


NOTES : 

The  500  new  employees  remain  throuqh  year  end  1996.   Cost 
drops  to  19  M  after  initial  year. 

The  extended  period  of  time  includes  a  period  of  2  years 
traininq  of  the  new  employees  before  an  effective  effort  can  be 
made  to  reduce  the  claim  backloq.   This  is  the  result  of  existinq 
employees  servinq  as  trainers.   A  limited  loss  of  productivity 
durinq  this  period  while  a  siqnificant  number  of  additional 
claims  enter  the  system  as  a  result  of  the  defense  drawdown. 
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U.S.  House  of  Representatives 
Committee  on  Veterans  Affairs 

Hearing  of  March  18,  1993 

Written  Responses  to  Questions 

Kim  Goldenberg,  M.D. 

Dean,  Wright  State  University  School  of  Medicine 

Representing  the  Friends  of  VA  Medical  Care  and  Health  Research 


The  commission  on  the  future  structure  of  veteran's  health  care 
recommended  that  the  VA  establish  geographic  service  areas  and  ensure  that 
resources  go  to  the  areas  where  the  veterans  live.  Do  you  agree  with  this 
proposal?  If  so,  what  effect  would  such  resource  allocation  have  on  the 
VA's  rural  facilities? 

I  agree,  in  principle,  with  this  proposal.  Smaller  organizational  units  are 
needed  at  the  regional  level  than  currently  exist.  However,  this  proposal 
should  be  closely  examined  to  ensure  an  optimal  balance  between  resource 
distribution  and  delivery  of  cost-effective  care.  Also,  factors  such  as  the 
economic  stability  of  the  region,  standard  of  living  and  type  of  insurance 
coverage  must  be  considered  in  rural  facilities.  GSA  directors  must  ensure 
that  patients  in  their  service  areas  have  access  to  care  in  the  appropriate 
setting,  from  primary  to  tertiary  care  centers. 

The  VA  has  yet  to  release  a  national  plan  for  veterans'  health  care  delivery 
which  would  clearly  identify  missions  and  realignments  for  its  medical 
centers.  What  has  the  effect  of  the  VA's  current  planning  efforts  been  on 
resource  allocation? 

The  VA's  current  effort  is  an  incremental  system  of  budgeting  which  tends 
to  maintain  the  status  quo.  It  rewards  those  who  are  better  off  and  involves 
financial  disincentives  for  developing  creative  and  cost-saving  programs. 
The  plans  for  a  new  resource  allocation  have  not  been  implemented  yet. 
Reform  of  resource  allocation  and  eligibility  standards  must  be  a  part  of  a 
national  plan  for  the  VA's  future. 

The  PVA  states  in  its  testimony  that  "In  times  of  fiscal  austerity,  research 
is  always  the  fires  item  on  the  chopping  block."  Further  that,  "The  VA  can 
fund  no  new  projects  in  FY  1993,  no  matter  how  worthwhile."  While  we 
haven't  seen  firm  figures  from  the  Clinton  administration  on  any  medial 
care  funding,  we  have  heard  that  research  funding  will  be  substantially 
reduced.  $206  million  is  the  figure  heard  most  often.  What  will  happen 
if  only  $206  million  is  provided  for  VA  research  programs? 

If  only  $206  million  is  provided  the  VA  will  be  unable  to  fund  any  new 
grants  for  the  second  consecutive  year.  In  addition,  programs  approved  in 
FY  1993  to  begin  in  FY  1994  will  be  canceled  and  ongoing  programs  up 
for  competitive  renewal  will  be  terminated.  Overall,  the  number  of  VA 
research  projects  will  fall  from  2,060  in  FY  1993  to  1,391  in  FY  1994,  a 
32  percent  less.  Such  a  decline  will  greatly  impede  the  VA's  ability  to 
recruit  and  retain  top  quality  physicians  and  will  jeopardize  affiliations 
between  VA  and  medical  schools.  The  end  result  will  have  a  negative 
effect  on  the  quality  of  care  delivered  to  veterans.  Also,  more  money  will 
likely  be  spent  on  outside  contracts  or  fee-for-service  arrangements  to 
compensate  for  the  loss  of  physician  manpower  than  will  be  saved  on 
research  cuts. 
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Committee  on  Veterans  Affairs 

U.S.  House  of  Representatives 

Hearing  of  March  18,  1993 

Kim  Goldenberg,  M.I). 
Dean,  Wright  State  University  School  of  Medicine 

To  put  in  perspective  for  the  members  of  the  committee,  what  does  "no  new 
FY-93  research  grants"  mean  for  the  continued  success  of  the  VA's  medical 
research  program? 

If  no  new  FY-93  research  grants  are  available,  then  it  will  become  more 
difficult  to  maintain  the  high  quality  of  physician  recruits  who  find  these  grants 
a  substantive  incentive  to  enter  the  VA  system.  I  have  personally  heard  this 
concern  expressed  at  other  VA  medical  centers  as  well  as  our  own.  The  end 
result  will  jeopardize  the  quality  of  health  care  the  VA  is  capable  of  offering 
to  veterans. 

Is  there  some  evidence  that  the  VA  is  beginning  to  experience  recruitment  and 
retention  problems  with  clinician-researchers  due  to  lack  of  available  research 
monies? 

There  is  evidence  that  lack  of  available  research  monies  is  negatively  impacting 
on  recruitment  of  clinician-researchers  and  straining  VA-medical  school 
affiliations.  For  example,  at  the  Dayton  VA  Medical  Center,  even  with  an 
attractive  facility  recently  added  and  major  ongoing  research  in  behavior  issues, 
it  has  taken  us  over  two  years  to  attract  a  clinician-researcher  to  be  chief  of 
psychiatry  services.  Delays  in  recruitment  are  already  a  problem  at  many  VA 
medical  centers. 

In  your  opinion,  what  do  you  see  as  the  greatest  program  needs  currently  facing 
the  VA  health  care  system? 

In  my  opinion,  the  greatest  needs  facing  the  VA  health  care  system  include  an 
expanding  geriatric  population  of  veterans,  the  shift  to  more  outpatient  care  and 
lack  of  resources  to  convert  inpatient  to  outpatient  facilities,  more  resources  for 
preventive  medicine  and  health  services  research  to  ultimately  help  contain 
costs,  improving  access  to  all  veterans,  and  enhancing  training  incentives  for 
attracting  primary  care  physicians. 

Medical  schools  face  funding  pressures  too.  Is  the  VA  employee  morale 
situation  on  which  you  commented  markedly  different  than  what  you  observe 
on  the  medical  school  side? 

The  VA  employee  morale  situation  is  more  problematic  than  that  seen  on  the 
medical  school  side.  Uncertainties  in  future  health  care  funding  are  exacerbated 
at  VA  medical  centers  since  the  increase  in  VA  health  care  support  in  recent 
years  has  not  kept  pace  with  the  rest  of  the  health  care  system.  The  morale 
problem  is  further  exacerbated  by  diminishing  research  opportunities  in  the  VA. 

Given  the  severe  budget  constraints  we  face,  does  the  potential  damage  that 
would  follow  a  cut  in  the  VA  research  budget  warrant  adding  dollars  to 
research  at  the  expense  of  the  vastly  larger  medical  care  account? 

In  my  judgment,  shifting  dollars  from  patient  care  to  dollars  for  research  would 
replace  one  major  problem  with  another  because  the  demands  in  both  areas  at 
this  time  are  critical.  E.g.,  there  is  the  aging  veteran  population  and  the  need 
for  more  complex  services  as  well  as  the  need  to  research  how  to  improve 
outcomes  in  this  area.  However,  given  the  magnitude  of  the  medical  care 
budget  and  the  extreme  situation  with  respect  to  research  in  FY-94  it  would  be 
reasonable  to  allow  medical  care  dollars  to  be  used  to  support  research. 
Nevertheless,  I  would  caution  against  this  practice  as  a  general  principle  or  a 
precedent.  Medical  care  and  research  are  both  important,  independent  activities 
which  merit  funding  without  direct  competition  between  accounts. 
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The  opportunity  to  compete  for  research  funding  provides  a  recruitment  tool  for 
the  VA  in  its  efforts  to  hire  scarce  medical  specialists.  If  the  incentive  were  to 
dry  up  would  the  VA  be  able  to  recruit  the  people  it  needs?  Does  a  cutback  in 
research  funding  translate  into  increased  costs  in  scarce  specialist  contracting? 

If  VA  research  funds  were  to  dry  up,  there  would  be  a  real  shortage  of  scarce 
specialists  and  a  marked  rise  in  contracting  for  those  specialists.  We  and  others 
have  already  seen  an  increase  in  specialists  contract  costs. 


313 


HON.  G.V.  (SONNY)  MONTGOMERY 
FY  1994  VA  BUDGET 
We  are  here  this  morning  to  receive  testimony  from  the 
Department  of  Veterans  Affairs  and  the  Court  of  Veterans  Appeals 
on  President  Clinton's  proposed  VA  budget  for  fiscal  year  1994. 

I  have  reviewed  the  President's  spending  plan  and  am 
generally  pleased  with  it.    The  Administration's  total  fiscal 
1994  budget  request  for  the  Department  of  Veterans  Affairs  is 
$36.4  billion,  which  is  $1.2  billion  more  than  the  1993  enacted 
level. 

The  budget  contains  $15.6  billion  for  medical  care  —  an 
increase  of  $1  billion  over  last  year. 

VA  deserves  a  strategic  role  in  the  health  care  direction  of 
this  country.   The  recent  meeting  between  Mrs.  Clinton  and  the 
service  organizations  is  one  step  in  that  direction.   Having 
sufficient  resources  to  carry  out  this  role  is  another.   Through 
this  budget,  the  President  is  living  up  to  his  commitment  to  give 
veterans  the  kind  of  health  care  system  their  country  owes  them. 
That  is  a  promise  he  made  during  the  campaign. 

Mr.  Secretary,  you  deserve  a  great  deal  of  credit  for  this 
budget.   Everyone  who  knows  you  and  worked  with  you  is  aware  that 
you  are  a  tried  and  true  veterans'  advocate.   I  have  no  doubt 
that  your  input  into  these  funding  proposals  was  considerable. 
However,  I  must  confess  that  I  am  puzzled  over  the 
$26  million  reduction  you  have  made  in  the  research  budget.   It 
cannot  be  justified  in  my  opinion  and  in  the  opinion  of  many 
others  who  know  the  value  of  research  to  quality  care. 

The  President's  budget  provides  for  an  additional  2,500  VA 
health  care  personnel,  1,800  of  whom  would  be  required  for  new 
facility  activations.   On  the  surface,  this  sounds  good.   But  we 
will  be  interested  in  your  response  as  to  how  the  VA  will  be 
affected  by  the  deep  VA  employee  cuts  indicated  in  the 
President's  economic  recovery  plan,  A  Vision  of  Change  for 
America,    presented  to  Congress  on  February  17.   This  plan  calls 
for  VA  to  lose  more  than  9,000  full-time  employees  as  part  of  the 
President's  target  of  trimming  100,000  from  the  federal  civilian 
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workforce  by  1995.   It  now  appears  that  VA  must  suffer  the  full 
impact  of  that  cut  in  the  fiscal  1995  budget. 

The  net  effect  of  the  Administration's  FY  '94  budget 
recommendation  is  an  increase  of  2,033  VA  personnel  department- 
wide,  including  an  additional  92  people  (net)  to  process  and 
adjudicate  veterans'  claims  for  benefits.   But  again,  the  bad 
news  is  that  it  would  appear  that  you  must  reduce  VA  personnel  by 
9000  FTE  in  the  next  budget. 

As  I  said  earlier,  the  proposed  $26  million  cut  in  VA 
medical  research  funding  —  from  $232  million  to  $206  million 
will  have  an  adverse  impact  on  direct  medical  care.   It  will 
result  in  a  reduction  of  743  research  employees.   This  is  one 
proposal  with  which  most  members  of  the  Committee  strongly 
disagree.   What  makes  it  even  more  puzzling  is  that  while  VA 
research  has  been  cut  by  $36  million  in  the  last  two  budget 
cycles,  the  Army  research  program  has  received  at  least  an 
additional  $210  million  and  NIH  is  receiving  an  additional  $125 
million  this  year.   Does  this  mean  the  Administration  views  VA 
research  as  less  important? 

Mr.  Secretary,  I  am  anxious  to  hear  your  views  on  this 
serious  matter.   Without  meaningful  research  incentives,  VA  is 
going  to  lose  outstanding  clinicians.  This  proposal  also  fails  to 
recognize  that  VA  scientific  achievement  benefits  us  all, 
veterans  and  non- veterans  alike. 

I  have  written  to  Rep.  Louis  Stokes,  chairman  of  the  House 
subcommittee  which  oversees  VA  funding,  to  recommend  the  research 
funding  shortfall  be  covered  by  transferring  funds  from  other 
budget  accounts. 

The  proposed  major  construction  budget  is  also  of  concern. 
We  know  there  have  been  problems  with  the  construction  program. 
And  we've  learned  that  VA  needs  to  improve  the  link  between 
planning  and  construction  efforts.   Those  problems,  however, 
don't  change  the  fact  that  VA  has  an  aging  physical  plant  with 
extensive  construction  needs. 
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The  VA  construction  program  has  faced  other  pressures.   For 
example,  GAO  recently  reported  that  two-thirds  of  the  projects 
receiving  initial  funding  in  fiscal  year  1991  were  added  by  the 
Appropriations  Committee.   We  established  a  construction 
authorization  requirement  last  year  to  address  that  kind  of 
problem.   I  am  very  concerned,  though,  that  at  least  one  of  the 
projects  in  this  budget  is  only  being  proposed  because  of 
pressure  from  one  member  of  Congress. 

Overall  this  is  a  reasonable  budget  for  veterans. 
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HONORABLE  BOB  STUMP 

HVAC  HEARING  ON 
VETERANS  AFFAIRS  BUDGET  FOR  FY  1994 

APRIL  20,  1994 

Thank  you,  Mr.  Chairman.   I  join  you  in  extending  a  warm 
welcome  to  Secretary  Brown  and  his  staff  this  morning.   Jesse 
Brown  is  well  known  to  the  House  Committee  on  Veterans  Affairs, 
and  I  am  confident  his  leadership  and  commitment  to  veterans  will 
advance  our  common  goal  of  improving  services  to  veterans. 

This  hearing  on  the  Department  of  Veterans  Affairs  budget  is 
considerably  later  than  usual  because  the  Administration's 
submission  was  also  much  later  than  usual.   The  House  has  already 
passed  a  budget  resolution  for  FY  1994,  but  this  hearing  is 
nonetheless  highly  important  because  it  is  the  first  opportunity 
to  examine  publicly  the  specifics  and  the  details  of  the 
Administration's  first  budget  reguest  for  veterans. 

Mr.  Chairman,  unfortunately,  0MB 's  budget  proposal  for  FY 
1994  is  similar  to  what  we  have  seen  for  the  past  couple  of 
years.   The  differences  are  marginal  in  comparison  to  the 
continuing  needs  of  chronically  underfunded  veterans  programs. 
Despite  rhetorical  claims  to  the  effect  that  this  budget  "turns 
the  corner"  for  veterans,  I  believe  on  balance  this  budget  is 
just  business  as  usual.   There's  a  lot  of  shifting  around  of 
resources,  borrowing  from  one  place  to  patch  things  up  somewhere 
else. 

And  again,  as  in  the  past  several  years,  this  budget 
proposal  is  not  a  current  services  budget,  even  assuming  another 
$1  billion  increase  for  medical  care.   According  to  the 
Independent  Budget,  an  increase  of  about  $1.5  billion  would  be 
necessary  for  current  services  just  for  medical  care,  using  FY 
1988  as  a  baseline. 

Of  course,  the  VA's  budget  picture  is  not  complete  without 
taking  into  account  the  effect  of  reconciliation.   While  it  is 
not  yet  decided  what  will  be  in  the  package,  it  will  total  $2.58 
billion  in  reductions  of  mandatory  spending  over  five  years. 
Basically,  it  means  veterans  will  receive  that  much  less  in 
benefits  over  the  next  five  years. 

Mr.  Chairman,  just  to  highlight  a  few  of  many  parts  of  the 
budget  which  cause  me  extreme  concern: 

VA's  medical  research  program  is  dying,  and  the 
Administration's  budget  proposal  for  FY  1994  could  effectively 
kill  it.   Without  funding  for  new  research,  and  there  isn't  any, 
the  VA  program  has  no  future.   As  current  projects  are  completed 
or  terminated,  the  research  program  is  shrinking  rapidly.   Soon 
there  won't  be  one.   VA's  research  program  is  a  valuable  national 
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asset  which  cannot  be  replaced  under  today's  budget  constraints. 
It  is  essential  to  the  quality  of  health  care  for  veterans. 
Furthermore,  it  provides  one-third  of  all  the  nation's  clinical, 
that  is,  bed-side  research.   Its  loss  would  adversely  affect 
every  man,  woman  and  child  in  this  country. 

The  Vocational  Rehabilitation  and  Counseling  program  is 
being  overwhelmed  by  its  successful  outreach  to  disabled  service 
members  as  they  are  leaving  the  military  during  the  drawdown. 
Waiting  times  have  grown  so  long  that  the  services  offered  are 
irrelevant  to  many  veterans  who  must  go  on  with  their  lives. 
This  should  not  be  the  introduction  service-connected  disabled 
veterans  have  to  the  VA. 

Also,  the  Administration's  outyear  budgets  over  the  four 
years  beyond  FY  1994  call  for  personnel  reductions  of  9,000  VA 
employees  as  part  of  the  reduction  of  100,000  federal  personnel 
promised  by  President  Clinton.   Apparently  about  7,000  of  those 
reductions  would  have  to  be  in  VA  health  care.   Losses  in 
personnel  of  this  magnitude  would  mean  significant  downsizing  of 
the  VA  health  care  system  and  the  closure  of  VA  hospitals  or 
major  changes  in  their  missions. 

Mr.  Chairman,  to  be  fair,  Secretary  Brown  did  not  have  much 
time  to  fashion  his  first  budget  proposal  and  could  not  be 
expected  to  turn  OMB  around  in  such  a  short  time.   We  should  not 
expect  budget  miracles  until  next  year,  after  the  Secretary  has 
had  a  full  year  to  battle  for  a  better  budget. 

We  look  forward  to  working  with  him  in  those  endeavors. 

Thank  you,  Mr.  Chairman. 


68-251  0-93-11 
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HONORABLE  BOB  STUMP 

HVAC  HEARING  ON 
COURT  OF  VETERANS  APPEALS  FOR  FY  1994 

APRIL  20,  1994 

Thank  you,  Mr.  Chairman.  It  is  a 
pleasure  to  join  you  in  welcoming  chief 
Judge  Nebeker  of  the  Court  of  Veterans' 
Appeals  (COVA)  to  this  morning's  hearing 
on  the  Administration's  FY  1994  budget 

REQUEST. 

The  work  of  COVA,  under  Chief  Judge 
Nebeker's  distinguished  leadership,  has 
had  a  great  impact  on  the  workload  of  the 
Department  of  Veterans  Affairs,  because 
cova  has  been  doing  the  job  it  was 
expected  to  do  for  veterans.  certainly 
cova  must  be  cognizant  of  the  practical 
administrative  effect  of  its  decisions, 
but  it  is  called  upon  to  interpret 
independently  the  law's  requirements  to 
the  best  of  its  ability,  and  i  believe  it 
has  done  that  admirably. 
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Mr.  Chairman,  COVA's  total  budget  is 
modest  by  almost  any  standard  these  days, 
and  i  just  hope  the  cova  budget  request  is 
sufficient  to  ensure  the  orderly  and 
timely  administration  of  justice  for  the 

APPEALS  OF  VETERANS.   If  IT  ISN'T,  I 

encourage  the  chief  judge  to  tell  us  so. 

i  look  forward  to  hearing  his 
testimony. 

Thank  you,  Mr.  Chairman. 
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CONGRESSMAN  J.  ROY  ROWLAND 

BEFORE  THE  HOUSE  VETERANS'  AFFAIRS  COMMITTEE 

HEARING  ON  THE  DEPARTMENT  OF  VETERANS  AFFAIRS 

BUDGET  FOR  FISCAL  YEAR  1994 

APRIL  20,  1993 

Mr.  Chairman,  I  am  pleased  that  we  are  having  this  hearing  in  order  to  analyze  the 
budget  request  put  forward  by  the  Department  of  Veterans  Affairs.    This  hearing  is  an 
important  part  of  the  process  in  that  it  allows  us  to  discuss  and  closely  examine  the  funding 
for  programs  that  benefit  veterans.    Despite  budgetary  constraints  and  talk  of  sacrifice,  I 
am  gratified  by  the  fact  that  the  President  has  indicated  his  support  for  our  nation's 
veterans  by  supporting  an  increase  in  the  VA  budget.    While  I  do  have  some  concerns 
about  specific  programs,  I  appreciate  the  Secretary's  efforts  to  address  the  needs  of  our 
veterans. 

As  one  of  the  country's  largest  health-care  providers,  it  is  vital  we  provide  the  necessary 
funding  for  the  VA  medical  programs.    The  $1  billion  increase  over  the  FY  1993  level  is  a 
step  in  the  right  direction.    Adequate  funding  for  medical  care  is  critical  as  the  VA 
provides  inpatient  care  to  approximately  1  million  veterans  and  handles  nearly  25  million 
outpatient  visits  each  year.    This  funding  enables  the  VA  to  be  proficient  on  a  number  of 
levels  including  treatment  of  more  than  sixteen  thousand  AIDS  cases  last  year,  the 
development  of  long-term  care  programs,  the  creation  of  programs  to  rehabilitate  homeless 
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mentally  ill  veterans,  the  establishment  of  exceptional  spinal  cord  injury  centers,  and  the 
advancement  of  medical  research. 

I  have  grave  concerns  regarding  the  $26  million  cut  in  the  Medical  and  Prosthetic  Research 
Account.    Overall,  the  number  of  research  projects  under  this  program  will  decline  by  31  % 
from  the  1992  level  if  funding  is  provided  at  the  request  level.    This  cut  in  research 
funding  may  have  far  reaching  effects  on  the  recruitment  and  retention  of  VA  physicians 
and  other  health  care  providers.    It  is  difficult  to  understand  the  reasoning  behind  cutting 
such  a  worthwhile  program. 

One  must  consider  the  medical  successes  provided  by  VA  research  efforts  which  include  the 
discovery  of  aspirin's  effectiveness  in  combating  heart  disease,  the  development  of  the  CAT 
scan,  the  cardiac  pacemaker,  kidney  and  home  dialysis  techniques,  and  a  vaccine  for 
hepatitis.    Furthermore,  the  VA  research  program  boasts  two  winners  of  the  Nobel  Prize 
for  Medicine,  an  accomplishment  which  underscores  the  importance  of  this  program  to  the 
health  care  of  veterans  and  the  population  in  general.    I  believe  that  we  must  reconsider 
the  research  budget  request. 

Again,  I  thank  the  Chairman  for  the  opportunity  to  learn  more  about  the  Department's 
budget  request  for  FY  1994.    I  look  forward  to  working  with  the  Secretary  and  members 
of  this  Committee  in  order  to  provide  the  highest  level  of  services  for  our  veterans.    While 
it  is  important  to  reduce  our  deficit,  we  must  also  provide  quality  health  care  and  benefits 
to  those  men  and  women  who  have  defended  our  country. 
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STATEMENT  OF  REP.  CHRIS  SMITH 

HOUSE  COMMITTEE  ON  VETERANS'  AFFAIRS 

APRIL  20,  1993 

Mr.  Chairman,  the  Clinton  Administration's  VA  budget  is  woefully  inadequate  given  the 
enormous  responsibilities  of  the  Department. 

In  particular,  the  funding  levels  requested  in  this  budget  for  VA  medical  care  cannot 
acceptably  serve  the  health  care  needs  of  our  veterans. 

The  VA  cannot  purchase  or  replace  critically  needed  medical  equipment. 

The  VA  cannot  properly  perform  vital  medical  and  prosthetic  research. 

The  VA  cannot  hire  additional  medical  staff  to  address  outpatient  needs. 

And  the  VA  cannot  suitably  serve  the  growing  health  care  demands  of  aging  veterans. 

It  is  not,  in  my  view,  fair  to  our  nation's  veterans  for  the  VA  to  scrimp  and  save  when 
other  federal  programs  continue  to  grow. 

What  do  I  tell  service-connected  veterans  in  New  lersey  who  are  enduring  long  waits  for 
outpatient  care  at  the  Brick  Clinic  in  my  district.  Mr.  Chairman,  this  budget  will  not  improve 
the  health  care  situation  for  them.  I  know  the  Secretary  will  laud  the  $1  billion  increase  in  the 
medical  budget.  However,  like  Mr.  Derwinski's  claims,  for  the  most  part  these  are  phantom 
increases.  Nearly  half  of  the  claimed  increase  will  go  to  meet  existing  employees'  payroll. 
Likewise,  the  promised  full-time  employee  expansions  are  dubious.  Many  of  the  FTEE 
increases  are  slated  to  staff  the  newly  constructed  facilities  or  to  comply  with  resident  workload 
limits.  Most  distressing,  Mr.  Chairman,  is  that  hundreds  of  employees  in  general  administration 
and  research  are  being  eliminated  under  this  budget. 

Mr.  Chairman,  this  spending  plan  is  no  different  than  previous  administration  budgets 
which  have  been  rejected  outright  by  our  Committee.  I  believe  we  can  do  better  for  those  who 
have  done  so  much  for  our  country. 
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Mike  Kreidler 

Questions  for  Secretary  Brown 

Veterans  Affairs  Committee  Hearing 

April  20,  1993 


Thank  you  Mr.  Chairman.    Secretary  Brown,    I  would 
first  like  to  strongly  commend  President  Clinton's 
budget  request  for  an  additional  2,500  medical  care 
personnel.    I  believe  this  increase  in  direct  care  to  our 
veterans  is  a  positive  direction  for  the  Department  to 
be  heading. 

But,  on  the  medical  side  of  the  budget  I  have  strong 
reservations  regarding  the  President's  proposal  to  cut 
funding  for  the  Medical  and  Prosthetic  Research 
Account.    Mr.  Chairman,  I  have  a  letter  here  from  Dr. 
John  Lein  of  the  University  of  Washington,  which  I 
believe  succinctly  stresses  the  importance  of  the 
research  funding  in  improving  the  quality  of  healthcare 
and  the  VA's  ability  to  retain  and  recruit  staff.    With 
the  Chairman's  approval  I  would  like  to  include  Dr. 
Lein's  letter  in  the  record. 

In  his  letter,  Dr.  Lein  sites  a  study  the  University  and 
the  Department  of  Veterans  Affairs  are  involved  with 
that  researches  how  best  to  treat  diabetes  melitus  and 
a  study  of  the  prevention  of  amputation,  a  major 
complication  of  the  disorder.    Furthermore,  at 
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American  Lake  VA  Medical  Center  they  are  doing 
research  on  bone  loss  in  women  after  menopause,  and 
on  prostate  cancer.    These  are  just  a  few  of  the 
research  activities  in  my  state.    Indeed,  staff  at 
American  Lake  now  fear  that  this  cut  will  kill  their 
entire  research  program  in  two  to  three  years.    There 
are  obviously  many  equally  meritorious  studies  being 
done  around  the  country. 

Mr.  Secretary,  in  your  written  testimony  you  state  on 
Page  5  that  the  "VA  will  make  every  effort  to  ensure 
that  VA's  research  efforts  are  not  compromised". 
Committee  staff  have  concluded  that  research  projects 
will  decline  by  31%  under  this  budget.    What,  Mr. 
Secretary,  are  the  "efforts"  that  the  Department  plans 
to  undertake  in  order  to  ensure  that  research  is  not 
compromised?    How  do  you  plan  to  make  good  on 
this  statement  considering  the  magnitude  of  the  cut? 

I  have  one  other  line  of  questions  Mr.  Chairman,  about 
the  National  Cemetery  System.    Mr.  Secretary,  as  you 
may  know,  I  believe  we  have  already  spent  around 
$500,000  on  the  environmental  impact  statement  and 
some  other  studies  for  a  cemetery  in  Tahoma, 
Washington  and  there  is  approximately  $1.9  million 
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left  for  land  acquisition  and  master  planning  for  this 
project.    These  phases  are  still  proceeding.    After  all 
this  effort,  money,  and  promises  to  the  veterans  of 
my  state,  there  does  not  seem  to  be  any  money  in  the 
budget  to  proceed  beyond  land  acquisition  and  master 
planning  for  the  cemetery  at  Tahoma.    Why  is  that? 
What  are  the  Department's  plans  for  the  cemeteries  to 
which  we  are  already  committed? 
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UNIVERSITY     OF     WASHINGTON 
Federal  Relations 


3/18/93  ,  ,^  -v  r,  q   p^p^. 

Congressman  Mike  Kreidler 
1535  Longworth  House  Ofc  Bldg 
U.S.  House  of  Representatives 
Washington,  DC  20515-4709 

Dear  Mike: 

We  have  been   made   aware  of  a  proposed  major  reduction   in  the   VA  research 
budget  for  FY94.     If  implemented,  there  would  be  a  decrease  of  $26  million,  or 
more  than    10%   of  the  present   VA   research   budget,   which   is   far  below   the 
budget   increase   of  $50   million   proposed   by   the   blue   ribbon   panel    appointed   by 
the     previous     administration. 

The    University    of    Washington    has    a    fully    integrated    research    and    training 
program   which   would   be   severely   impacted   by   such   a  plan,   as   this   budget 
would    require    reductions    in    ongoing    commitments    and    eliminate    all    new 
programs. 

Examples   of  things   likely   to   be   curtailed   include   a   national   cooperative   study 
of  how  best  to  treat  diabetes  melitus  and  a  study  of  the  prevention  of 
amputation,   a   major  complication   of  the   disorder.      In   addition,   a   planned   study 
of   the    effectiveness    of   geriatric    management    would    be    eliminated. 

Since   no   new   faculty   could   be   supported,   there   would  be   major   impairment  of 
the    recruitment    and    retention    of   clinician    teachers    for    our   jointly    sponsored 
educational    health    profession    and    physician    training    programs,    which 
include   students   not  only   from   the   state   of  Washington  but   also   from   Alaska, 
Montana,   and   Idaho  in  the  WAMI  Program.     Since  the  VA  is  a  major  teaching 
facility    for   the    University   of  Washington   this    would   severely    damage    the 
underlying    affiliation    which    is    vital    to    the    training    of   these    health 
professionals    to   the   region    and    the    provision    of  high   quality    health   care 
providers   to   the  VA. 

Sincerely. 


John  N.  Lein.  M.D. 
Director,    Federal    Relations 


JNL 


Mail  Stop  SC-67    Seattle,  Washington  98195     (20b)  543-5421     FAX:  (206)  543-5921 
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Extension  of  Remarks 

The  Honorable  Jack  Quinn 

Committee  on  Veterans'  Affairs 

Hearing  on  FY94  DVA  and 

Court  of  Veterans'  Appeals  Budget 

Mr.  Chairman,  as  you  are  aware,  the  Administration  has  requested  a  FY  1994 
budget  for  the  Department  of  Veterans'  Affairs  of  $36  billion  in  budget  authority  and 
$37.7  billion  in  outlays.    This  represents  a  $1.2  billion  increase  in  budget  authority 
over  FY  1993  -  most  of  which  will  go  into  medical  care. 

Like  others,  I  am  concerned  that  this  budget  continues  a  pattern  of 
underfunding  the  VA    While  the  President  has  proposed  new  spending  initiatives  in 
other  areas,  VA  will  see  only  modest  increases.    This  budget  will  not  counteract  the 
effects  of  previous  cuts.    It  is  my  concern  that  VA  will  be  increasingly  unable  to 
maintain  programs  and  services  that  in  some  cases  have  funds  that  are  already 
stretched  to  the  limit. 

As  the  military  continues  to  downsize,  transition  assistance  becomes  a  more 
vital  role  for  the  VA  to  play.    The  Vocational  Rehabilitation  and  Counseling  program 
estimates  that  requests  for  educational  and  vocational  counseling  will  increase  200% 
in  FY  1994.    This  is  but  one  example  of  the  challenges  VA  and  this  Committee  must 
face  in  funding  choices.    We  must  ensure  that  our  veterans  should  be  able  to  get  the 
assistance  they  so  deserve. 

In  all  of  the  testimony  the  Committee  has  heard,  at  least  since  I  have  been  in 
Congress,  witness  after  witness  has  agreed  that  VA  should  do  its  fair  share  in  working 
within  current  fiscal  restraints.    I  believe  that  the  Committee  and  the  Secretary  must 
work  together  in  the  coming  months  to  make  certain  that  the  VA  is  not  asked  to 
carry  more  of  a  load  than  others. 

I  look  forward  to  working  with  you,  Mr.  Chairman  and  Mr.  Stump  to  attain 
this  challenging  but  important  goal. 
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STATEMENT  OF  THE  HONORABLE  JESSE  BROWN 
SECRETARY  OF  VETERANS  AFFAIRS 

FOR  PRESENTATION  BEFORE  THE 

HOUSE  COMMITTEE  ON  VETERANS  AFFAIRS 

APRIL  20,  1993 


Mr.  Chairman,  members  of  the  committee,  I  am  delighted  to  be  here  this  moming  to  present  the 
President's  FY  1994  budget  request  on  behalf  of  the  Department  of  Veterans  Affairs.  I  am  deeply 
appreciative  of  the  President's  efforts  to  support  a  funding  level  for  veterans'  programs  that  is 
commensurate  with  the  most  immediate  needs  of  our  veteran  population. 

As  we  all  know,  the  Federal  government  is  operating  within  very  tough  budgetary  constraints. 
Despite  the  overall  austerity  of  the  Federal  Budget,  the  President's  FY  1994  funding  request  for 
VA  reflects  a  relatively  significant  increase  over  last  year's  level,  as  well  as  a  commitment  to 
prudent  fiscal  management  In  FY  1994,  the  Department  is  requesting  $35.8  billion  in 
appropriations,  a  $1.2  billion  increase  over  the  FY  1993  level. 

For  fiscal  year  1994,  we  propose  to  invest  a  total  of  $15.6  billion  to  operate  the  VA  medical  care 
system.  This  represents  a  real  increase  of  $1  billion  when  compared  to  last  year's  enacted  level. 
These  resources  will  enable  VA  to  enhance  the  delivery  of  health  care  services  while  continuing 
numerous  programs  for  our  growing  veteran  population. 

Within  the  Medical  Care  program,  we  will  also  seek  an  increase  of  2,500  FTE,  1,800  of  which 
will  be  used  to  start  or  to  continue  the  activation  of  4  satellite  outpatient  clinics,  24  clinical 
additions,  20  nursing  home  care  units  and  9  modernization  projects.  The  remaining  700  FTE  will 
also  augment  direct  care  to  veterans. 

At  the  same  time,  we  are  supportive  of  this  Administration's  efforts  to  trim  the  size  of 
government  operations.  As  a  result,  we  will  be  making  a  reduction  of  approximately  900  FTE 
in  1994  in  activities  other  than  Medical  Care. 

We  have  made  the  very  difficult  decision  to  maintain  VBA's  and  the  National  Cemetery 
System's  staffing  levels  while  absorbing  the  FTE  reduction  in  VA  research.  The  options 
presented  to  us  were  not  easy.  In  the  final  analysis,  we  decided  to  target  our  limited  FTE 
resources  toward  those  areas  which  concentrate  on  providing  direct  service  to  veterans. 

Another  challenge  confronting  the  Department  is  our  role  in  creating  a  nationwide  system  of 
affordable  health  care.  The  rapidly  escalating  costs  of  health  care  is  a  crisis  that  threatens  the 
security  of  every  American  family  and  business.  Inflation  in  health  care  costs  is  also  robbing 
government  budgets  of  scarce  resources.  The  President's  National  Health  Care  Reform  Task 
Force  is  currently  underway  and  will  address  the  spiralling  costs  of  health  care.  VA  is  playing 
an  active  role  on  this  task  force  and  I  intend  to  promote  VA  as  an  active  player  and  a  possible 
role  model  for  national  health  care  reform. 

In  addition  to  examining  our  role  in  the  area  of  National  Health  Care  Reform,  we  are  also 
looking  closely  at  our  own  eligibility  requirements  for  VA  medical  care,  which  are  complex  and 
difficult  to  comprehend.  Frankly,  this  does  not  make  good  medical  sense  nor  does  it  make  good 
common  sense.  I  plan  to  change  this.  We  are  examining  various  alternatives  and  I  hope  to 
report  to  Congress  with  my  recommendations  later  this  year. 

VA  is  also  engaged  in  a  massive  modernization  project  within  the  Veterans  Benefits 
Administration.  Our  backlog  of  pending  claims  is  staggering.  The  Court  of  Veterans  Appeals 
is  issuing  decisions  that  require  us  to  change  the  way  we  handle  these  claims.  Currently,  it  takes 
nearly  six  months  to  a  year  to  process  a  claim.  Requiring  veterans  to  wait  up  to  a  year  to  receive 
what  they  are  rightfully  entitled  to  is  simply  unacceptable.  In  addition  to  modernization  efforts, 
we  have  also  asked  the  various  veterans'  organizations  to  work  with  us  to  remedy  this  problem. 
We  are  enlisting  suggestions  with  the  belief  that  they  will  provide  unique  customer  insight  as  to 
what  in  our  benefits  delivery  system  needs  to  be  fixed  and  how  to  fix  it. 
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As  we  reconfigure  our  benefits  delivery  system,  we  can  not  ignore  the  demands  of  our  aging 
infrastructure.  The  magnitude  and  complexity  of  VA's  health  care  delivery  system  requires 
constant  and  sustained  capital  investment  In  FY  1994,  VA  requests  a  funding  level  of  $860.8 
million  for  the  Major  and  Minor  Construction  Programs,  as  well  as  the  Non-Recurring 
Maintenance  and  Repair  program  within  the  Medical  Care  budget. 

I  will  now  briefly  summarize  the  FY  1994  budget  request  for  VA,  highlighting  significant  budget 
issues  for  our  major  programs: 


BENEFIT  PROGRAMS 

In  the  VA  benefits  program,  this  nation  has  without  question  the  most  comprehensive  system  to 
repay  those  who  have  contributed  to  our  country  with  dedication  and  sacrifice.  It  is  only  fitting 
that  the  benefits  program  comprises  the  largest  portion  of  this  budget  -  reflecting  51  percent  of 
our  total  budget  authority  request. 

We  have  included  appropriation  language  that  will  provide  the  necessary  funding  for  payment 
of  compensation  and  pensions  benefits  and  eliminate  the  end-of-year  funding  shortages 
experienced  in  the  past. 

We  have  also  proposed  a  cost-of-living  adjustment  (COLA),  based  on  the  change  in  the 
Consumer  Price  Index,  to  all  compensation  beneficiaries  including  Dependency  and  Indemnity 
Compensated  (DIC)  spouses  and  children.  It  is  currently  estimated  at  3%.  This  is  the  same 
COLA  that  will  be  provided,  under  current  law,  to  veterans'  pensions  and  Social  Security 
recipients.  The  increase  will  be  effective  December  1,  1993  and  will  cost  an  estimated  $330 
million  during  FY  1994. 

Legislation  is  proposed  to  make  permanent  statutory  provisions  permitting  access  to  Internal 
Revenue  Service  and  Social  Security  Administration  records  for  purposes  of  verifying  veterans' 
incomes.    Savings  from  this  proposal  are  $197  million  in  1998. 

Also  included  is  legislation  to  make  permanent  statutory  provisions  limiting  monthly  VA  pension 
payments  to  $90  for  any  veteran  or  surviving  spouse  without  dependents  who  is  Medicaid  eligible 
and  who  is  in  a  Medicaid-approved  nursing  home.  This  legislation  would  save  $300  million  in 
1998. 

Trainees  under  the  Readjustment  Benefits  account  (chapter  30)  have  received  increases  from  the 
$300  per  month  rate  prior  to  the  Persian  Gulf  conflict  to  the  current  $400  per  month  rate. 
However,  the  serviceperson's  contribution  of  $100  per  month  for  12  months,  was  not  increased. 
We  are  proposing  legislation  which  will  increase  the  $100  per  month  contribution  to  $137  in 
1994.  The  rate  would  be  adjusted  based  on  future  COLAs  in  order  to  maintain  the  9:1  ratio  of 
serviceperson's  benefits  to  contributions;  the  proposal  would  increase  receipts  to  the  Treasury's 
General  Fund  by  $430  million  over  five  years. 

Currently,  for  three  insurance  programs  (National  Service  Life,  U.S.  Government  Life  and 
Veterans  Special  Life),  the  associated  administrative  operating  costs  are  funded  out  of  the  GOE 
appropriation.  We  are  including  a  legislative  proposal  to  have  these  costs  funded  from  resources 
available  for  dividends;  this  provision  would  save  $147  million  over  five  years. 

We  are  including  three  legislative  initiatives  in  the  housing  program.  First,  we  seek  to  make 
permanent  existing  legislation  to  include  expected  losses  on  the  resale  of  foreclosed  properties 
when  determining  net  value.   Savings  over  the  five-year  period  are  expected  to  be  $95  million. 

Second,  VA  would  increase  funding  fees  by  .75  of  a  percentage  point  on  all  housing  loans  except 
for  loan  assumptions,  loans  refinanced  due  to  a  reduction  in  the  interest  rate  (IRR),  and 
manufactured  home  loans.   Savings  are  estimated  to  be  $763  million  over  a  five  year  period. 

Third,  VA  would  seek  legislation  to  increase  the  funding  fee  to  2.5%  and  require  a  downpayment 
of  10  percent  on  all  second  and  subsequent  uses  of  the  Loan  Guaranty  Program.  This  provision 
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does  not  include  active  duty  military  personnel  or  interest  rate  reduction  refinancing  loans. 
Savings  of  $221  million  are  expected  over  the  five-year  period. 

These  savings  estimates  are  based  on  each  proposal  being  enacted  separately.  If  all  three 
proposals  are  enacted,  the  interactive  savings  generated  are  expected  to  total  $940  million  over 
the  five-year  period. 


MEDICAL  PROGRAMS 

Medical  Care 

The  FY  1994  medical  care  budget  request  of  $15.6  billion  represents  nearly  a  7%  increase  over 
the  1993  appropriated  level.  Over  2,500  additional  medical  care  personnel  will  be  added,  thereby 
augmenting  the  average  employment  level  to  205,188. 

We  remain  committed  to  sustaining  the  most  competent,  highly  skilled  and  professional  medical 
personnel  staff  possible.  The  FY  1994  proposal  provides  $427  million  to  cover  the  increased 
costs  of  maintaining  our  current  health  care  work  force.  Reflected  in  this  amount  are  the 
additional  costs  associated  with  nurse  pay  reform  ($83  million)  as  well  as  the  resources  to  fund 
pay  increases  based  on  local  market  conditions. 

VA  operates  the  largest  hospital  system  in  the  country  and  is  affiliated  with  104  of  the  nation's 
126  medical  schools.  More  than  30,000  residents  and  about  20,000  medical  students  receive 
training  in  the  VA  system  every  year.  Our  role  as  a  training  environment  for  many  who  enter  the 
health  care  professions  has  proven  to  be  an  excellent  mechanism  to  secure  quality  professional 
medical  personnel. 

Striving  to  sustain  a  competent  and  qualified  health  care  staff,  VA  will  also  continue  its 
implementation  of  resident  work  limits.  An  increase  of  $60.5  million  and  563  FTE  is  provided 
to  hire  more  health  care  personnel  in  order  to  comply  with  a  nationwide  tightening  of  standards 
for  resident  work  limits. 

The  Medical  Care  Appropriation  also  includes  increased  funding  levels  for  programs  which 
address  the  specific  needs  of  our  homeless  veterans  and  of  those  suffering  from  Post-Traumatic 
Stress  Disorder  (PTSD).  Our  budget  proposal  includes  a  total  of  $53.8  million  dedicated  to  our 
homeless  veterans'  initiatives,  which  is  $5  million  above  last  year's  level.  Similarly,  we  propose 
an  increase  of  $5  million  for  the  PTSD  program  for  a  total  of  $47.6  million,  to  assist  those 
veterans  who  must  deal  with  the  painful  residuals  of  war. 

Recognizing  the  need  to  improve  its  resource  allocation  process,  VA  has  developed,  over  the  past 
three  years,  a  system  known  as  Resource  Planning  and  Management  (RPM).  This  new  system 
will  begin  in  FY  1994  to  effectively  allocate  scarce  medical  care  resources.  Given  the  current 
environment  of  fiscal  restraint,  this  system  will  contribute  to  the  Administration's  goal  to  more 
prudently  invest  our  resources  and  control  health  care  costs.  More  importantly,  it  will  provide 
a  more  equitable  distribution  of  resources  based  on  workload. 

In  conjunction  with  RPM,  Veterans  Health  Administration  is  developing  a  system-wide  strategy 
to  integrate  the  missions  of  all  VA  medical  centers  to  promote  standardization  and  continuity 
throughout  our  system.  The  plan  provides  field  management  flexibility  in  choosing  the  best 
methods  of  delivering  health  care  to  their  respective  veteran  populations.  This  strategy  will  guide 
the  RPM  process  and  will  be  used  to  accomplish  strategic  initiatives  and  goals  at  our  medical 
centers. 

VA  is  continuing  to  convert  medical  centers  to  the  unit  dose  inpatient  drug  dispensing  system. 
Through  automation  of  the  drug  distribution  system,  we  are  able  to  improve  accountability  and 
efficiency  of  medicines  dispensed  to  patients.  With  the  resources  requested  in  the  FY  1994 
budget,  our  planned  conversions  to  unit  dose  will  be  completed. 
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Medical  and  Prosthetic  Research 

The  budget  requested  for  Medical  and  Prosthetic  Research  is  $206  million  and  3,406  FTE.  This 
funding  level  reflects  a  $26  million  decrease  from  the  1993  appropriated  level.  Despite  this 
reduction,  VA  will  make  every  effort  to  ensure  that  VA's  research  efforts  are  not  compromised. 
Resources  provided  in  FY  1994  will  support  continuation  of  VA  research  programs,  particularly 
in  Rehabilitation  Research  and  Development  and  Health  Services  Research  and  Development 

Medical  Administration  and  Miscellaneous 
Operating  Expenses  (MAMOE) 

For  the  Medical  Administration  and  Miscellaneous  Operating  Expenses  (MAMOE),  we  are 
requesting  a  total  of  $68.5  million.  Due  to  the  capital  facilities  reorganization,  the  MAMOE 
request  also  includes  resources  for  construction  management,  (formally  known  as  the  General 
Administration  Account  for  the  Office  of  Facilities). 

This  level  of  funding  will  support  804  FTE  and  provide  for  the  continuation  of  effective 
administration  of  VA's  medical  and  construction  programs.  Staffing  will  be  reduced  by  40  FTE 
in  the  Construction  Management  function  as  the  size  of  our  Major  Construction  program  is 
reduced  and  we  increasingly  rely  on  private  sector  services  to  plan  and  build  our  large  projects. 
This  reduction  is  partially  offset  by  a  function  transfer  to  the  Office  of  Telecommunications  and 
the  Office  of  Information  Resources  Plans  and  Technology  from  the  General  Operating  Expenses 
(16  FTE). 

Funds  in  the  MAMOE  account  will  also  be  used  to  cover  the  costs  associated  with  the 
organizational  move  back  to  our  renovated  central  office.  It  is  anticipated  that  this  move  will 
take  place  in  the  Fall  of  1993. 


Medical  Care  Cost  Recovery 
(MCCR) 

A  total  of  $99.4  million  and  2,172  FTE  is  provided  in  order  to  enhance  the  collection  of  over 
$635  million  from  third  parties  and  copayments.  The  current  law  contains  a  sunset  provision 
with  an  expiration  of  collection  authority  on  August  1,  1994.  Proposed  legislation  to  provide 
permanent  authorization  would  add  over  $326  million  to  MCCR  collections  in  1995. 


Health  Professional  Scholarships 

The  FY  1994  budget  request  of  over  $10  million  for  the  Health  Professional  Scholarship  program 
will  help  support  approximately  549  new  scholarship  awards.  This  program  has  proven  to  be  an 
excellent  mechanism  for  the  recruitment  of  qualified  health  care  personnel. 


CONSTRUCTION  PROGRAMS 


A  total  of  $860.8  million  is  requested  in  new  budget  authority  for  construction  activities  at  VA 
facilities  in  fiscal  year  1994.  This  request  includes  the  Major  and  Minor  construction  programs, 
as  well  as  the  non-recurring  maintenance  and  repair  program  in  Medical  Care. 


Major  Construction 

A  program  level  of  $406.5  million  is  requested  for  the  Major  Construction  program  which 
includes  $362.3  million  in  new  budget  authority  and  a  reprogramming/transfer  of  prior  year 
appropriations  in  the  amount  of  $44.2  million.  The  FY  1994  Major  Construction  budget 
emphasizes  the  maintenance  of  existing  facilities  and  improvement  of  patient  environments. 
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Projects  at  Lyons,  New  Jersey  (new  psychiatric  building),  Muskogee,  Oklahoma  (replacement  bed 
building),  and  Temple,  Texas  (replacement  bed  building)  will  modernize  existing  patient  care 
facilities.  Funding  is  also  included  for  a  120-bed  Nursing  Home  Care  Unit  at  Tuskegee,  Alabama 
which  will  replace  that  facility's  existing  108  nursing  home  care  beds. 

Bed  capacity  will  be  added  as  a  result  of  a  joint  venture  with  the  Air  Force  in  Anchorage,  Alaska 
(18  medical/surgical  beds)  and  120  nursing  home  care  beds  will  be  added  at  Baltimore  (Loch 
Raven). 

In  addition,  $145  million  is  included  to  fund  the  construction  of  the  Replacement  Clinical  and 
Bed  Tower  project  at  the  VAMC  Palo  Alto,  California.  Design  funds  are  also  included  for  a 
modernization/seismic  correction  project  at  the  VAMC  Memphis,  Tennessee.  Funding  is 
requested  for  VA's  portion  of  the  GSA  project  replacing  the  Philadelphia  Regional  Office  and 
Insurance  Center  and  for  gravesite  development  projects  at  Willamette,  Oregon,  Bourne, 
Massachusetts  and  Houston,  Texas  national  cemeteries. 


Minor  Construction 

A  total  of  $153.5  million  is  requested  for  the  Minor  Construction  program.  The  request  includes 
$122.5  million  for  Veterans  Health  Administration  projects  that  emphasize  the  improvement  of 
patient  environments  and  outpatient  facilities,  the  conversion  and  renovation  of  existing  hospital 
beds  for  long  term  care,  and  the  prevention  of  further  deterioration  of  VA's  physical  plant 

Funds  will  also  be  provided  for  the  Veterans  Benefits  Administration  with  a  special  emphasis  on 
modernization  and  the  renovation  of  existing  GSA-leased  or  VA-owned  space.  In  addition,  funds 
will  be  targeted  for  the  purchase/development  of  land  for  gravesites,  and  construction  of  access 
roadways  to  cemeteries. 

A  total  of  $5  million  will  be  allocated  toward  energy  efficiency  as  part  of  the  President's  long- 
term  investment  proposal.  Projects  funded  from  this  program  will  improve  energy  efficiency 
throughout  the  VA  system  and  help  the  Department  meet  its  target  of  20%  overall  reduction  in 
energy  consumption  by  the  year  2000. 


Non-Recurring  Maintenance  and  Repair 

A  total  of  $345  million  is  requested  for  the  Non-recurring  Maintenance  and  Repair  (NRM) 
program  in  Medical  Care.  NRM  resources  will  support  replacement  of  additional  building  service 
equipment,  minor  structural  improvements,  and  non-recurring  maintenance  and  repair  to  existing 
structures.  In  addition  to  new  requirements,  funds  will  be  applied  to  the  backlog  of  routine 
maintenance  projects  such  as  repairing  roofs,  maintaining  heat,  ventilation  and  air  conditioning 
systems,  ensuring  adherence  to  fire  and  safety  codes,  and  making  needed  electrical  and  utility 
system  repairs. 


GENERAL  OPERATING  EXPENSES 

A  total  of  $823.2  million  is  requested  for  the  General  Operating  Expenses  (GOE)  appropriation 
in  1994.  This  funding  level,  combined  with  the  $130.9  million  of  administrative  costs  associated 
with  VA's  credit  programs  (funded  in  the  loan  program  account  per  Credit  Reform  provisions), 
and  $38.9  million  in  reimbursements  from  the  Compensation  and  Pension  (C&P)  account  for 
costs  associated  with  the  implementation  of  the  "Omnibus  Budget  Reconciliation  Act  of  1990" 
(OBRA)  will  provide  $993  million  for  operations  under  the  GOE  account.  This  funding  level 
is  $15.4  million  or  1.6  percent  above  the  1993  funding  level. 
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Veterans  Benefits  Administration 

The  1994  budget  request  for  the  Veterans  Benefits  Administration  (VBA)  is  $604  million  with 
an  average  employment  level  of  13,846.  This  request,  combined  with  $125.8  million,  associated 
with  Credit  Reform  and  funded  in  the  loan  program  accounts,  as  well  as  $38.9  million 
reimbursed  from  the  C&P  account  for  OBRA  costs,  results  in  an  increase  of  $17.8  million  over 
the  1993  level.   Average  employment  increases  by  92  over  the  1993  current  estimate. 

Reflecting  our  concern  over  adjudication  backlog,  242  FTE  have  been  added  to  the  Compensation 
and  Pensions  and  the  Education  programs  in  1994.  This  increase  will  help  cope  with  increased 
education  workload,  the  impact  of  the  Court  of  Veterans  Appeals  (COVA)  decisions,  and 
compensation  and  pension  regular  workload  and  backlogs.  In  addition,  75  FTE,  expected  to  be 
reimbursed  through  an  entitlement  account,  have  been  included  for  workload  associated  with  P.L. 
102-484.  This  law  authorizes  a  new  Jobs  Training  Program  that  will  be  funded  from  the 
Department  of  Defense  and  administered  by  VA,  the  Department  of  Labor  and  DoD. 

Outreach  activities  continue  to  be  a  top  priority.  Activities  will  continue  with  the  Military 
Services  Transition  and  Disabled  Transition  Assistance  Programs  and  other  efforts  in  an  attempt 
to  provide  better  service  to  those  veterans  with  the  greatest  benefits  information  need  or  who  are 
currently  at  risk.  Legislation  is  being  proposed  to  extend  the  operations  of  the  Manila  regional 
office,  currently  scheduled  to  close  in  March  1994.  This  last  proposal  would  save  VBA  $3 
million  of  much  needed  operating  funds  in  1994. 

Completion  of  the  Loan  Production  System,  phase  I  and  continued  progress  of  phase  U  will  assist 
the  Loan  Guaranty  program  in  providing  timely  and  high  quality  service,  as  will  the  growing 
usage  of  the  Lender  Appraisal  Processing  Program.  The  Lender  Monitoring  Unit  will  continue 
to  ensure  that  program  participants  are  following  VA  requirements  for  the  origination  and 
servicing  of  loans.  The  Native  American  Direct  Loan  Program  will  be  fully  underway  in  1994, 
with  100  direct  loans  projected. 

The  significant  focus  of  the  Information  Technology  program  in  1994  will  be  on  completing 
installation  and  training  and  the  initial  phases  of  post-implementation  reviews  for  stage-one 
information  processing  technologies.  Acquisition  and  implementation  of  stage-two  technologies 
will  occur  in  1994,  as  well  as  the  release  of  the  stage-three  request  for  proposal. 


General  Administration 

The  General  Administration  1994  request  of  $219.2  million  and  3,056  FTE  is  a  $2.9  million  and 
63  FTE  reduction  from  the  1993  level.  This  activity  provides  valuable  and  legislatively  mandated 
support  for  the  mission  of  VA.  It  sustains  the  pay  and  personnel  systems  which  service  over  250 
thousand  employees  and  the  reporting  systems  vital  to  accountability  of  much  of  the  VA's 
resources.  Funding  in  this  account  also  helps  provide  important  and  necessary  legal  services  to 
the  offices  that  service  America's  veterans  and  provides  appeal  opportunities  for  veterans  seeking 
benefits.   It  also  provides  resources  to  administer  the  Contracts  Disputes  Act. 

Judicial  Review 

Coping  with  the  impact  of  changes  resulting  from  the  Court  of  Veterans  Appeals  decisions 
continue  to  be  one  of  the  most  challenging  endeavors  of  the  VA.  Currently,  under  consideration 
is  legislation  that  would  allow  one-member  decisions  by  the  Board  of  Veterans  Appeals,  as  one 
way  of  reducing  the  Board's  backlog. 

Master  Veteran  Record 

The  initiative  will  provide  all  of  the  service  members'  data  which  VA  needs  to  provide  veterans' 
benefits,  including  dependency  information,  in  one  record.  Interface  programming  requirements 
are  in  progress  and  will  continue  throughout  1994.  The  long  range  goal  is  to  be  "one  VA"  to 
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veterans,  providing  them  with  all  information  regarding  their  needs  in  one  easily  accessible 
automated  file. 


Performance  Measurement 

The  Department  has  made  a  good  start  at  developing  the  system  of  performance  measures 
mandated  by  the  CFO  Act  of  1990.  We  have  created  a  data  base  which  gives  field  and  central 
office  managers  access  to  a  large  number  of  measures.  Work  will  continue  in  1994  to  add  new 
measures  in  each  of  the  program  areas. 


Prospectus  Project 

The  renovation  of  the  VA  headquarters  building  is  proceeding  on  schedule.  Approximately  1,400 
headquarters  employees  and  their  computer  support  have  been  relocated  to  TechWorld  Plaza. 
The  first  phase  of  construction  is  scheduled  for  completion  in  October  1993.  GSA  is  replacing 
major  building  systems.  However,  VA  is  required  to  fund  associated  project  elements  to  ensure 
a  quality  workplace. 


National  Cemetery  System 

The  1994  budget  proposes  $70.5  million  and  1,315  FTE  for  the  National  Cemetery  System, 
which  is  $161  thousand  and  5  FTE  over  the  1993  current  estimate.  The  budget  request  provides 
resources  for  the  interment  of  an  estimated  69,000  veterans  and  their  dependents.  A  funding 
level  of  $5.2  million  is  also  requested  for  the  continuation  of  the  State  Veterans  Cemetery  Grant 
program  in  1994. 


Office  of  Inspector  General 

The  Office  of  Inspector  General  requests  $31.5  million  and  417  FTE  in  1994.  This  is  an  increase 
of  $338  thousand  and  a  decrease  of  8  FTE  below  the  current  estimate  for  1993.  Funds  requested 
will  provide  for  continuing  audits  of  financial  statements  and  continue  focus  on  high  pay-off 
areas  that  are  most  vulnerable  to  fraud,  waste  and  inefficiency. 


CLOSING 

Mr.  Chairman,  the  challenges  presented  before  us  will  not  be  easy.  Given  current  economic 
realities,  we  must  redirect  our  efforts  -  we  must  do  more  and  do  it  better  while  remaining  within 
tight  fiscal  constraints.  But  we  are  committed  to  the  challenge  and  believe  that  our  nation's 
veterans  deserve  our  very  best.  I  look  forward  to  working  with  you  and  the  members  of  this 
subcommittee  to  ensure  that  these  proposals  are  fully  implemented.  We  owe  it  to  our  veterans, 
and  to  our  future.  This  completes  my  prepared  statement.  I  will  be  pleased  to  answer  any 
questions  the  committee  might  have. 
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ATTACHMENT  1 


Department  of  Memorandu m 

Veterans  Affairs 

January  8,  1993 

Medical  Center  Director  (00) 

Community  and  State  Nursing  Home  Bed  Availability  Survey 

AsCMD  for  Resource  Management  (172B) 

Thru:   Regional  Director,  Eastern  Region  (131) 

1.  Attached  is  the  requested  data  for  the  Community  and  State 
Nursing  Home  Bed  Availability  Survey  as  defined  in  M-9 ,  Chapter 
10,  Appendix  10A. 

2.  As  the  data  shows,  out  of  a  total  of  13,524  nursing  home 
beds  in  the  Baltimore/Ft.  Howard  PSA  which  includes  Baltimore 
City,  and  the  counties  of  Baltimore,  Anne  Arundel,  Howard,  and 
Carroll,  there  are  only  13  total  beds  available  for 
placements. 

3.  In  addition  to  the  extremely  limited  number  of  available 
beds  there  are  other  significant  problems  in  discharging 
veterans  from  the  medical  center.  / 

4.  Community  nursing  home  facilities  in  the  Baltimore  area 
choose  not  to  manage  the  ventilator  dependent,  behaviorally 
disruptive,  and  ambulatory  demented  patients. 

5.  There  is  only  one  community  nursing  home  that  will  accept 
light  care  patients,  HIV/Aids  patients,  and  those  with 
methicillin  resistant  staph  infections  (MRSA) . 

6.  There  is  an  increasing  need  to  provide  long  term 
rehabilitation  including  physical  and  occupational  therapies  to 
veterans  prior  to  return  to  the  community. 

7.  The  need  for  the  above  categories  of  beds  will  only  increase 
in  the  future.   The  lack  of  long  term  care  and  nursing  home  care 
beds  at  the  Baltimore  VAMC  and  the  limited  numbers  available  at 
Perry  Point,  Ft.  Howard,  D.C.,  and  Martinsburg  VAMCs  only  adds 
to  the  magnitude  of  the  problem. 

8.  For  any  additional  information,  contact  Elizabeth  Van  Horn, 
Chief,  Social  Work  Service,  at  FTS  605-7280. 


-fdV     BARBARA  L.  GALLAGHER 

Medical  Center  Director 
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May  18,  1992  M-8 

Chapter  10 
APPENDIX  10A 

6.    TABLE  1    Sample  Format  for  SUMMARY  OF  NHC  BED*  NEEDS  FOR DPPB 

(2005) 

1.  Total  model  projection  of  veterans  requiring  NHC     370 

See   Appendix    *1  ' 

2.  Total  CNH  beds  in  DPPB 13,787 

See-Appendix    *2  , 

3.  Total  Empty  CNH  beds  in  DPPB __ivz_' 

4.  Currently  available  CNH  beds  in  DPPB 22 

5.  Changes  to  suitable  beds  based  on: 

(a)  Accessibility  [p.  10A-4]    .    .    .   ( ) 

(b)  Limit  on  #  of  vets  placed  in  a  single  CNH  [p.  10A-5] ( ) 

(c)  Patients  with  special  needs  {p.   10A-5]) ( 9.) 

.  ..See 

(d)  Ot 


See   Appendix    *3  . 


(Specify) 
Total  changes (__13.) 

6.  Total   suitable  CNH  beds   (Line  4  -  Sum  Line  5) i  3 

7.  Total   suitable  future  CNH  beds  (Line  6.  X 

Adjustment  Factor  for  civilian  males  age  65+)    14 

8.  Projected  change   in  SH  NHC  beds  (+/-) +126 

9.  Total  projected  non-VA  beds   (Line  7  +  Line  8) 140 

10.  Current  VA-supported  NHC  Census  in  DPPB: 

,    ,      _._.  cn  FH    Contract   NHC    Beds    14 

(a)  CNH  census 50_  LR  Contract  NHC  Beds    36 

(b)  State  census  of  Vets  in  DPPB.    .  34 

Total S?e.  APPendix  *4 ^_ 

11.  Current  supportable  VA  NHCU  census 

(Authorized  Beds  X  .95) ?e.e  .A?P.endfx.  *.5.  .  .  .  45_ 

12.  Additional  VA  NHCU  census  need  (Line  1.  - 

(Lines  9  +  10  +  11)] 101 

13.  Additional  VA  NHCU  Bed  Need  (Line  12  X  1.05) 106 


•The  conversion  factor  for  beds  to  census  is  95  percent  and  for  census  to  beds  is  105 
percent. 

•*NHC  Needs  Assessment  proposes  16  percent  market  share. 

10A-7 
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APPENDIX 

*1   ADC  at  16%  taken  from  IP  Model  Table  3  -  LR  VAMC  256 

FH  VAMC  114 

*2   Total  CNH  beds  equal  13 , 7R7 ihowever,  7,501  of  these  beds  are 
not  available  due  to  reasons  stated  on  the  assessment  forms. 

*3   Nine  beds  eliminated  due  to  the  Respiratory,  Ventilation,  HIV 
and  MRSA  conditions  of  patients  at  both  facilities. 

M   IP  Model,  projected  NH  census  table  2.   State  30%  =  34 

*5   FH  VAMC  total  NHCU  beds  47  X  .95  =  45 
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ATTACHMENT  2 

H*y  18.  i»j  m_9 

Chapter  10 
APPENDIX  10A 
6.   TABLE  1   Sample  Format  for  SUMMARY  OF  NHC  BED  NEEDS  FOR 
MARYLAND      DPPB  (2005) 

1.  Total  model  projection  of  veterans  requiring  NHC.  .     792 — 

2.  Total  CNH  beds  in  DPPB 19.  312 

3.  Total  empty  CNH  beds  in  DPPB 475 — 

4.  Currently  available  CNH  beds  in  DPPB 21 

5.  Changes  to  suitable  beds  based  on: 

(a)  Accessibility  [p.  10A-4]  .  .  .  ( — 0_) 

(b)  Limit  on  #  of  vets  placed  in  a  single  CNH  [p.  10A-5]  (_Q_) 

(c)  Patients  with  special  needs  [p.  10A-5] (_2 ) 

(d)  Other      No  contracts (-42-) 

(Specify) 

Total  changes (—5-1 — 

) 

6.  Total  suitable  CNH  beds  (Line  4  -  Sum  Line  5)  .  .  .  .   4JJ — 

7.  Total  suitable  future  CNH  beds  (Line  6,  X 

Adjustment  Factor  for  civilian  males  age  65+)  ....   39,6, 

8.  Projected  change  in  SH  NHC  (  +  /-) 12ii — 

9.  Total  projected  non-VA  beds  (line  7  +  Line  8)  .  .  .  .  175.8 

10.  Current  VA-supported  NHC  Census  in  DPPB: 

(a)  CNH  census —Hi 

(b)  State  census  of  Vets  in  DPPB  .  .  .  _4£ 

Total -1£4 — 

11.  Current  supportable  VA  NHCU  census  need 

(Authorized  beds  X  .95] -121 

12.  Additional  VA  NHCU  census  need  [Line  1.  - 

(Lines  9  +  10  +  11)] -211 — 

13.  Additional  VA  NHCU  Bed  Need  (Line  12  X  1.05)  .  .  .  .  _21fi 
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M»>  IS,  1992  M-9 

Chapter  10 
APPENDIX  lOA 
VWC,  Parry  Point,  MD 
6.   TABLE  1    Sample  Format  for  SUMMARY  OF  NHC  BED'  NEEDS  FOR      /       DPPB 

(aoos) 

1.  Total  node!  projection  of  veterans  requiring  NHC  •  .   94?!1 

2.  Total  CNH  beds  In  DPPB 2722  " 

3.  Total  Empty  CNH  beds  in  OPPB  136  ^ 

4.  Currently  available  CNH  beds  In  DPPB  54  J 

6.  Changes  to  suitable  beds  based  on: 

(a)  Accessibility  (p.  10A-4)  .  .  .  ( ) 

(b)  Limit  on  *  of  vets  placed  in  a  single  CNH  (p.  10A-5) ( £_) 

(c)  Patients  with  special  needs  [p.  lOA-s)) ( £_) 

(d)  Other   Not  on  VA  Contract  and  not  euitabl^. (  42  -f 

(Specify) 

Total  changes <  **    ) 

6.  Total  suitable  CNH  beds  (Line  4  -  Sum  Line  5) 12 


7.  Total  suitable  future  CNH  beds  (Line  8.  X 
Adlustaenl  Factor  for  civilian  sales  age  65*) 


.  I.-H  .   .   .   .         16-8 

8.  Projected  change  In  SH  NHC  beds  (t/-) °   ^ 

9.  Total  prolected  non-VA  beds  (Line  7  »  Line  8) 16-6"' 

10.  Current  VA-supported  NHC  Census  in  DPPB: 

(a)  CNH  census 32 

(b)  State  census  of  Vets  in  DPPB.  .  ■  0 

Total 32 

11.  Current  supportable  VA  NHCU  census 

(Authorised  Beds  X  .9S) 76 

12.  Additional  VA  NHCU  census  need  (Line  l.     -  --^-">,» 
(Lines  9  ♦  10  ♦  11)] 9346 

13.  Additional  VA  NHCU  Bed  Need  (Line  12  X  1.05) £&&£  ^ 

•Tht  6©nvcr*ion  factor  for  beds  10  census  is  94  percent  and  for  census  to  beds  is  105 
percent. 

"NHC  Needs  Assessment  proposes  16  percent  market  share. 

10A-7 
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TABLE  3 

SUMMARY  OF  NHC  BED"  NEEDS  FOR  f^QtlUA  —rtton  of  D.C.  VAHC  —  PSA  (2000) 

l.     Total  nodal  projection  of  veterans  raqui ring.  NHC  within                             ^" 
Medical   District  0  3.85?  X,  »%.  A7»TJr.1«M  JOTWJJU 1'69S 


2.                           PSA      Share  (e.g.,   16%  X  tots!  nodal   projection)  - 
demand  for  VA->upported  NHC  care 


ML 


(a)  PSA  JMfkel  Share  .  District  Herheft  Share  (21/X  (PSA  Ve/Pop/ 
District  J*t  Pop).  Repeaf  Table  2  Ignore  than  oKi  PSA  is^rssesssd  .. 


3.  Total  CNH  bads  in  PSA  (T-l,  Col  (3)]  li*°J_ 

4.  Total  Dnpty  CNH  beds  in  PSA  [T-l,  Col  (5))  „..*02 

5.  Currently  available  CNH  bads  in  PSA  IT-1,  Col  (6)]  — i! 

6.  Changes  to  Suitable  bads  bssed  on: 

(a)  Accessibility  

(b)  Licit  on  0   of  vets  placed  In  a  single  CNH 

(c)  Patients  with  special  needs  

(d)  Other 


(Specify) 
Total  changes  


7.  Total  suitable  CNH  beds  (Una  5  -  Sun  Line  B) 


15 


«'C 


Q\C 


8.     Total  aui tibia  future  CNH  beds  (Line  7.  X             i"t£?5  -i  29****      ,a 
Adjustment  Fsctor  for  civilian  males  age  65*  — )88. 713.. ::..".. .  i» 


©!<■ 


9.  Projected  change  in  SH  NHC  beds  (♦/-)   

10.  Total  projected  non-VA  beds  (Line  6  ♦  Line  B) 

11.  Current  VA-supported  NHC  Census  in  PSA: 

(a )  CNH  census  

(b)  State  census  of  Vete  in  P6A  

Total  


^ 


ia_r 


JL 


12 


48 
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/   October  a.  1989  r    tP         , '  ^  M-9 

X     *n<}r  Chapter  10 

"*  /      V  APPENDIX  10  A 

12.  Current  supportable  VA  NHCU  census  S3  (MD  portion)  X  .  95  50      ' 

(Authorised  Bed*  X  .08)    

13.  Additional  VA  NKCU  census  need  [Line  2a.     -  ...  fr 
(Lines  10  ♦  11  ♦  12)]   *M 

14.  Additional  VA  NHCU  Bad  Need  (Line  13  X  1.08)   162 


k 


***/ 


'The  conversion  factor  for  beds  to  census  Is  .SS  (9S  percent)  and  for  census 
to  beds  is  i.os  (105  percent). 


"NHC  Needs  Assessment  proposes  1G  percent  narket  share. 


•••    Only  Maryland  data  il  used  because: 

(1)  The  VA  regulation  if  to  place  veteran!  as  cbc  io  tliair  homo  at  possible;  normally 
interpreted  at  leant  within  the  eounty  of  residence. 

(2)  Medicaid  placement*  have  to  be  made  within  the  Hate  of  residence  to  receive  payment. 

****  Data  from  the  1992  Integrated  Planning  Model  for  veterans. 


10A-9 


357 


May  18,  1992  M;« 

Chapter  10 

APPENDIX  10A 

6.    TABLE  1   Sample  Format  for  SUMMARY  OF  NHC  BED*  NEEDS  FOR DPPB 

(2005) 

1.  Total  model  projection  of  veterans  requiring  NHC 370 

See   Appendix   *1 

2.  Total  CNH  beds  in  DPPB 13,7fl7 

See 'Appendix  *2 

3.  Total  Empty  CNH  beds  in  DPPB  


4.  Currently  available  CNH  beds  in  DPPB 
6.  Changes  to  suitable  beds  based  on: 

(a)  Accessibility  [p.  10A-4]  .  .  .  ( ) 

(b)  Limit  on  #  of  vets  placed  in  a  single  CNH  [p.  10A-5] ( ) 

(c)  Patients  with  special  needs  [p.  10A-5]) ( a) 

(of 


See   Appendix    *3                                                                                                ,  » 

Other  ( ) 


(Specify) 
Total  changes ( — L3.) 

6.  Total   suitable  CNH  beds   (Line  4  -  Sum  Line  5) i  ? 

7.  Total   suitable  future  CNH  beds  (Line  6.  X 

Adjustment  Factor  for  civilian  males  age  65+)    14 

8.  Projected  change  in  SH  NHC  beds  (+/-) +126 

9.  Total  projected  non-VA  beds   (Line  7  4  Line  8) 140 

10.  Current  VA-supported  NHC  Census   in  DPPB: 

.    ,      _„.  c.  FH   Contract   NHC   Beds    14 

(a)  CNH  census 50_  LR  Contract   NHC   Beds    36 

(b)  State  census  of  Vets  in  DPPB.    .  34 

Total S?e.  APPe.n(?i.x   **.   .   .    .    . &4_ 

11.  Current  supportable  VA  NHCU  census        Aocendix  *5 
(Authorized  Beds  X  .95) ?e.e  .APPeT}d?-x.  .5.  .  .  .     45 

12.  Additional  VA  NHCU  census  need  (Line  1.  - 

(Lines  9  ♦  10  ♦  11)] 101 

13.  Additional  VA  NHCU  Bed  Need  (Line  12  X  1.05) 106 


'The  conversion  factor  for  beds  to  census  is  95  percent  and  for  census  to  beds  is  105 
percent. 

**NHC  Needs  Assessment  proposes  16  percent  market  share. 

10A-7 
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APPENDIX 

*1   ADC  at  16%  taken  from  IP  Model  Table  3  -  LR  VAMC  256 

FH  VAMC  114 

*2   Total  CNH  beds  equal  13 , 7B7  Ihowever ,  7,501  of  these  beds  are 
not  available  due  to  reasons  stated  on  the  assessment  forms. 

*3   Nine  beds  eliminated  due  to  the  Respiratory,  Ventilation,  HIV 
and  MRSA  conditions  of  patients  at  both  facilities. 

*4   IP  Model,  projected  NH  census  table  2.   State  30%  =  34 

*5   FH  VAMC  total  NHCU  beds  47  X  .95  =  45 
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FOR  RELEASE  ON  DELIVERY 
Expected  at  9:30  a.m.  EST 
April  20,  1993 


STATEMENT  OF 

HONORABLE  FRANK  Q.  NEBEKER 

CHIEF  JUDGE,  UNITED  STATES  COURT  OF  VETERANS  APPEALS 

FOR  PRESENTATION  BEFORE  THE 

COMMITTEE  ON  VETERANS '  AFFAIRS 

UNITED  STATES  HOUSE  OF  REPRESENTATIVES 

April  20,  1993 


MR.  CHAIRMAN  AND  DISTINGUISHED  MEMBERS  OF  THE  SUBCOMMITTEE: 

On  behalf  of  the  Court,  I  appreciate  the  opportunity  to 
present,  for  your  consideration,  the  fiscal  year  1994  budget  for 
the  United  States  Court  of  Veterans  Appeals. 

For  the  current  fiscal  year,  the  Court  had  requested 
$8,630,000,  but  received  an  appropriation  of  $8,480,000.  For 
fiscal  year  1994,  the  Court  requests  $8,488,000  to  fund  its  normal 
personnel  and  operating  requirements.  In  addition,  as  a  part  of 
its  budget  but  separate  from  its  own  operating  expenses,  the  Court 
requests  $790,000  to  fund  the  continued  operation  of  the  Pro  Bono 
Representation  Program  which  has  been  authorized  pursuant  to  Public 
Law  102-229. 

The  Court  is  mindful  of  the  ever-present  need  to  reduce 
spending.  As  is  noted  in  the  budget  submission  before  you,  the 
Court  plans  reductions  in  staffing  and  in  several  spending 
categories  beyond  the  President's  targets  for  the  executive  branch. 
Aside  from  the  Pro  Bono  Representation  Program  —  the  costs  of 
which  have  been  reduced  substantially  —  there  are  no  new  or 
otherwise  significant  funding  requirements  in  the  Court's  fiscal 
year  1994  budget  request.  The  Court  will  continue  to  function  as 
described  in  the  attached  summary. 

The  Court  requests  that,  as  in  past  years,  its  appropriations 
language  include  an  exemption  from  the  application  of  section  509. 
That   section   of   the   VA,   HUD,   and   Independent   Agencies 
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appropriations  bill  has  precluded  agencies  from  making  funds 
provided  for  personnel  compensation  and  benefits  available  for 
other  object  classifications.  Other  United  States  courts  have  not 
been  made  subject  to  such  a  restriction,  and  our  Court's  relatively 
small  staff  and  budget  warrants  a  continuation  of  its  exemption 
from  section  509  so  that  it  can  direct  its  resources  most 
effectively. 

I  appreciate  the  opportunity  to  present  the  Court's  budget 
reguest  for  fiscal  year  1994.  On  behalf  of  our  judges  and  staff, 
I  thank  you  for  your  support  in  these  first  few  years  of  the 
Court's  life,  and  reguest  your  continued  assistance.  Now,  I  will 
be  pleased  to  answer  your  guestions. 
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AANA 


STATEMENT 

of  the 

AMERICAN  ASSOCIATION  OF  NURSE  ANESTHETISTS 

and  the 

ASSOCIATION  OF  VETERANS  ADMINISTRATION  NURSE  ANESTHETISTS 

before  the 

HOUSE  VETERANS  AFFAIRS  COMMITTEE 

regarding 

Fiscal  Year  1994  VETERANS'  APPROPRIATIONS 


MAY  5,  1993 


AMERICAN  ASSOCIATION  OF  NURSE  ANESTHETISTS  -  FEDERAL  GOVERNMENT  AFFAIRS  OFFICE 

777  North  Capitol  Street.  N.E.,  Suite  803,  Washington.  DC.  20002  ■  Pr  '2)  68?  1267  ■  Fax:  (202)  682-1269 
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The  Association  of  Veterans  Administration  Nurse  Anesthetists  (AVANA)  and  the 
American  Association  of  Nurse  Anesthetists  (AANA)  appreciate  the  opportunity  to 
testify  on  the  President's  Fiscal  Year  1994  budget  for  veterans'  programs.  The  AANA 
is  the  professional  society  that  represents  over  25,000  certified  registered  nurse 
anesthetists  (CRNAs),  which  is  96  percent  of  all  nurse  anesthetists  in  the  United  States. 
The  AVANA  is  the  specialty  organization  representing  several  hundred  Department  of 
Veterans  Affairs  (DVA)  nurse  anesthetists.  Our  testimony  will  address  two  issues:  VA 
funding  of  educational  programs  and  pay  for  health  care  providers.  The  AVANA  and 
AANA  believe  that  additional  funding  for  CRNA  education  should  be  included  in  the 
1994  budget.  In  addition,  there  should  be  continued  close  monitoring  of  the 
implementation  of  the  Nurse  Pay  Act  of  1990  and  amendments  of  1992. 


Historical  Perspective  of  CRNA  Practice 

CRNAs  have  administered  anesthesia  for  over  a  century.  CRNAs  personally  provide 
more  than  65  %  of  all  anesthetics  administered  in  the  United  States  annually,  according 
to  a  1988  Center  for  Health  Economics  Research  study.  CRNAs  are  the  sole  anesthesia 
providers  in  85%  of  rural  hospitals,  affording  these  medical  facilities  obstetrical, 
surgical,  and  trauma  stabilization  capabilities. 

The  DVA  also  values  CRNAs  as  evidenced  by  the  following  DVA  description  of  the 
registered  nurse  anesthetist  (RNA): 

The  RNA  profession  provides  an  opportunity  for  direct 
patient  care.  A  nurse  anesthetist  has  an  opportunity  to  see 
the  patient  prior  to  the  surgical  procedure,  perform  a 
physical  assessment,  prepare  for  the  anesthetic  management 
of  the  patient,  and  participate  in  preoperative  teaching.  The 
care  the  nurse  anesthetist  administers  continues  throughout 
the  surgical  procedure  beginning  with  the  induction  of 
anesthesia,  and  continuing  with  the  maintenance  of  anesthesia 
intra-operatively  and  with  emergence  from  anesthesia.  The 
nurse  anesthetist  must  be  able  to  make  split-second  decisions 
and  stay  in  tune  with  the  patient  throughout  the  anesthetic 
course.  The  nurse  anesthetist  follows  each  patient  during  the 
postoperative  course  from  the  recovery  room  to  the  patient 
care  unit.  The  RNA  specialty  truly  affords  continuity  of  care 
for  the  patient  by  providing  complete  nursing  care. 

Approximately  75%  of  the  anesthesia  administered  to  patients  in  VA  Medical  Centers 
(VAMCs)  is  by  CRNAs.  Data  from  VA  Central  Office,  March  1993,  reported  the 
following  information  regarding  VA  anesthesia  services  from  133  VAMCs: 

•  121  (90.9%)  of  the  Medical  Centers  have  at  least  1  full  time  CRNA. 

•  79  (59.3%)  of  the  Medical  Centers  have  at  lease  1  full  time  anesthesiologist. 
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.     27  (20.3%)  of  the  Medical  Centers  have  ONLY  CRNAs  on  staff. 

•     13  (9.7%)  of  the  Medical  Centers  have  only  anesthesiologists  on  staff. 

All  existing  data  demonstrates  that  there  is  no  difference  in  anesthesia  outcomes  based 
on  whether  the  provider  is  a  CRNA  or  an  anesthesiologist.  The  Centers  for  Disease 
Control  decided  recently  not  to  conduct  a  national  study  on  anesthesia  morbidity  and 
mortality  because  anesthesia  morbidity  and  mortality  rates  are  so  low  that  it  was  felt 
that  a  national  study  was  not  justified.  CRNAs  working  alone  are  involved  in  97%  of 
all  types  of  surgical  cases,  regardless  of  procedural  complexity. 


Data  on  the  Shortage  of  CRNAs  Nationally 

1990  HHS  Study  of  Nurse  Anesthesia  Manpower  Needs 

The  February  1990  U.S.  Department  of  Health  and  Human  Services  "Study  of  Nurse 
Anesthesia  Manpower  Needs"  noted  a  13.6%  national  shortage  of  CRNAs  (6,000 
CRNAs)  in  1990.  The  congressionally-mandated  study  predicted  the  need  for  30,000 
CRNAs  by  the  year  2000  and  35,000  CRNAs  by  the  year  2010  in  order  to  meet  the 
anesthesia  requirements  of  the  country.  To  meet  this  need,  the  nurse  anesthesia 
educational  system  would  have  to  graduate  1,800  students  yearly  between  now  and  the 
year  2000  and  1,500  students  a  year  thereafter.  Unfortunately,  increasing  the  number 
of  graduates  to  such  levels  would  be  difficult  under  current  conditions  because  in  1993 
AANA  estimates  that  there  will  be  only  900  nurse  anesthesia  graduates.  However, 
current  data  indicates  that  there  are  up  to  10  qualified  applicants  for  every  one  available 
student  space  in  a  nurse  anesthesia  program. 


Nurse  Pay  Act  of  1990 

In  1990,  the  concern  over  recruitment  and  retention  of  registered  nurses  (RNs)  and 
CRNAs  in  the  VA  became  so  great  that  Congress  responded  in  the  form  of  legislation 
to  increase  the  pay  of  VA  RNs,  including  CRNAs.  Both  the  AANA  and  AVANA 
lobbied  strongly  in  favor  of  the  VA  nurse  pay  legislation  that  would  help  in  the 
recruitment  and  retention  of  VA  CRNAs  (enacted  as  P.L  101-366). 

While  the  legislative  intent  of  P.L.  101-366  was  to  make  the  pay  of  VA  CRNAs  more 
competitive  with  the  private  sector  pay  for  CRNAs,  problems  with  the  law  arose  upon 
implementation  by  the  DVA.  The  main  problem  with  the  Act  related  to  language 
which  assumed  that,  like  most  RNs,  CRNAs  are  employed  by  hospitals.  On  the 
contrary,  data  from  the  AANA  1991  annual  membership  survey  indicates  that  only 
about  42%  of  all  CRNAs  in  the  country  are  hospital-employed.  The  remainder  work  in 
other  types  of  employment  practices,  such  as  anesthesiology/CRNA  groups,  CRNA- 
only  groups,  free-lancers,  or  corporate  hospital  settings.  CRNAs  typically  receive 
higher  total  compensation  packages  in  these  other  practice  settings  than  they  receive  in 
the  traditional  hospital  setting.    Not  only  are  the  salaries  usually  greater  in  these  other 
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practice  settings,  but  many  also  offer  profit-sharing,  bonuses,  100%  health  insurance 
coverage,  and  100%  disability  insurance  coverage. 

In  order  to  assess  the  effects  P.L.  101-366  had  on  VA  CRNAs,  the  AVANA  decided  to 
do  a  survey  of  VA  CRNAs  in  1991.  The  results  of  that  survey  are  listed  below. 

1991  AVANA  Survey  of  VA  CRNAs 

(Of  the  310  surveys  sent  to  CRNA  addresses,  145  were  returned). 

1 .  Years  of  V A  Experience 

•  25  (17.24%)  had  1-5  years  of  VA  experience. 

•  25  (17.24%)  had  6-9  years  of  VA  experience. 

•  38  (26.20%)  had  10-14  years  of  VA  experience. 

•  34  (23.44%)  had  15-19  years  of  VA  experience. 

•  20  (13.79%)  had  20-29  years  of  VA  experience. 

•  1  (0.68%)  had  30-40  years  of  VA  experience. 

2.  Retirement  Plans 

•  46  (31.72  %)  plan  to  retire  in  1-5  years. 

•  34  (23.45%)  plan  to  retire  in  6-10  years. 

•  25  (17.24%)  plan  to  retire  in  11-15  years. 

•  17  (1 1.72%)  plan  to  retire  in  16-20  years. 

•  9  (6.2%)  plan  to  retire  in  21  or  more  years. 

•  14  (9.65%)  did  not  know  when  they  planned  to  retire. 

3.  Effect  of  P.L.  101-366 

•  80  (55. 17%)  said  salaries  were  now  competitive  with  the  private  sector  in  their 
locality. 

•  42  (28.96%)  said  salaries  were  improved,  but  still  below  the  private  sector  in 
their  locality. 

•  22  (15.17%)  said  salaries  were  unchanged  by  the  new  law  and  still  below  the 
private  sector  in  their  locality. 

•  1  (0.68%)  had  no  response. 

4.  Respondents' Reasons  for  Ineffectiveness  of  P.L.  101-366 

•  21  (14.48%)  due  to  restrictions  of  using  only  hospital-employed  CRNAs  in 
salary  surveys. 

•  7  (4.8%)  due  to  lack  of  cooperation  and  interest  from  personnel  departments. 

•  22  (15. 17%)  due  to  a  combination  of  salary  survey  restrictions  and  lack  of 
cooperation  and  interest  from  personnel  departments. 

•  8  (5.51  %)  due  to  low  salaries  in  their  locality  area. 

•  3  (2.06%)  due  to  false  figures  given  by  the  surveyed  hospitals. 

•  4  (2.75%)  due  to  combination  of  false  figures  and  problems  with  salary  survey 
restrictions. 
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Veterans  Health  Programs  Improvement  Act  of  1992 

AANA  and  AVANA  are  appreciative  of  the  swift  congressional  action  last  year  to 
amend  the  original  DVA  Nurse  Pay  Act  to  address  the  problems  with  the  locality  pay 
survey  process  unique  to  nurse  anesthetists.  CRNA  specific  amendments  were  included 
in  the  Veterans  Health  Programs  Improvement  Act  of  1992  (enacted  as  P.L  102-585). 
Through  September  30,  1995,  P.L.  102-585  authorizes  the  director  of  a  VA  health  care 
facility  to  include  local  labor  market  area  CRNA  contract  salary  data  in  the  survey 
process,  if  the  director  has  done  the  following: 

•  conducted  a  survey  of  beginning  rates  of  compensation  paid  to  CRNAs  in  the 
local  labor-market  area  in  which  the  VA  facility  is  located, 

•  used  all  available  administrative  authority  with  regard  to  the  collection  of  data 
on  such  compensation,  and 

•  determined,  under  regulations  prescribed  by  the  Secretary,  that  such  data 
collection  methods  are  insufficient  to  permit  the  establishment  of  locally- 
competitive  rates  of  pay  for  CRNAs. 


Recent  Data  on  Need  for  CRNAs  in  the  VA 

There  continues  to  be  a  shortage  of  CRNAs  in  the  VA.    Based  on  data  from  the  VA 
Central  Office  (VACO)  report  of  March  1993,  the  following  figures  applied  to  VA 
CRNA  positions:        435  -  filled  full-time  equivalent  employee  CRNA  positions 
66  -  reported  vacant  CRNA  positions  for  FY92 

Facilities  reported  that  of  the  66  nurse  anesthetist  vacancies,  over  half  (56.1%)  were 
caused  by  recruitment  and/or  appointment  difficulties  and  another  26  (39.4%)  were 
caused  by  a  shortage  of  qualified  applicants.  In  addition  to  these  recruitment  problems, 
VA  facilities  reported  that  40  CRNAs  left  employment  in  FY92.  Pay-related  reasons 
accounted  for  47.5%  of  these  losses.  Another  30%  of  the  losses  were  reportedly  due  to 
work-related  problems,  such  as  practice  restrictions  based  on  local  policy. 

Public  Law  102-585  requires  congressional  review  in  1995  of  the  CRNA  provision 
authorizing  VA  directors  to  include  CRNA  contract  salary  data  in  the  survey  process. 
AANA  and  AVANA  will  be  collecting  data  during  the  next  two  years  regarding  any 
problems  which  remain  in  the  salary  survey.  To  date,  we  have  already  heard  from 
CRNAs  in  two  VA  facilities  where  the  hospital  administration  is  refusing  to  include 
CRNA  contract  salary  data  in  their  survey  process,  as  required  in  the  new  law.  When 
VA  CRNAs  speak  with  colleagues  who  work  in  nearby  facilities  and  learn  that  their 
colleagues'  pay  and  benefits  exceed  their  own  package  by  over  $10,000  per  year,  it  is 
easy  to  see  why  a  significant  morale  problem  exists  in  certain  VA  facilities. 
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VA  Educational  Efforts  for  CRNA  Recruitment  and  Retention 

Although  the  pay  concern  of  CRNAs  is  critical,  VA  educational  programs  are  essential 
to  provide  the  experience  and  incentives  which  work  to  recruit  and  retain  CRNAs  in  the 
VA  system.  Programs  which  benefit  CRNAs  include: 

Health  Professional  Scholarships 

Health  Professional  Scholarships  assist  in  the  recruitment  and  retention  of  DVA  staff. 
This  program  provides  grants  for  tuition,  stipends,  and  other  educational  expenses  for 
eligible  students  in  programs  leading  to  a  degree  in  nursing  or  other  allied  health 
disciplines.  Students  must  agree  to  a  subsequent  service  obligation  with  the  DVA  at 
one  of  its  medical  facilities.  This  program  added  nurse  anesthesia  students  for  the  first 
time  last  year  and  awarded  seven  scholarships.  We  look  forward  to  continuing  to  work 
with  the  VA  to  expand  this  program.  However,  funding  of  the  scholarship  program 
must  be  prioritized  and  expanded  for  1994  if  the  program  is  to  meet  the  current  need. 
The  program  received  a  FY93  appropriation  of  $10,113,000. 

Registered  Nurse  Anesthetist  Training  Program 

The  Registered  Nurse  Anesthetist  (RNA)  Training  Program  offers  a  targeted 
recruitment  and  retention  effort  toward  easing  the  shortage  of  CRNAs  in  the  VA.  The 
request  by  a  VAMC  director  to  establish  a  training  program  should  be  based  on  current 
and/or  projected  vacancies,  availability  of  qualified  applicants,  and  the  availability  of 
an  accredited  educational  institution  within  the  commuting  area.  Each  program 
applicant  must  be  appointed  in  a  permanent  type  of  appointment  within  their  assigned 
VAMC.  RNA  trainees  must  sign  a  training  agreement  obligating  them  to  serve  three 
calendar  years  of  obligated  service  for  each  school  year  attended  (3  for  1)  or  portion 
thereof  for  which  funding  support  is  provided.  The  A  AN  A  is  pleased  that  five  students 
have  received  funding  through  the  RNA  program  for  the  1992  school  year.  For  1993, 
23  additional  students  have  been  selected  to  participate  in  the  RNA  training  program. 

Tuition  Support  Program 

The  Tuition  Support  Program  assists  VA  facilities  in  recruiting  and  retaining  personnel 
in  clinical  occupational  categories  experiencing  staffing  shortages.  Job-related 
academic  and  continuing  education  courses  may  be  funded  through  this  program. 
Books  and  related  course  materials  may  be  purchased,  as  well  as  audio-visual  materials 
for  use  in  presenting  educational  offerings.  Nurse  anesthetists  are  one  of  the  eligible 
occupational  categories.  The  obligation  for  receipt  of  such  funding  is  to  serve  the  DVA 
for  three  times  the  length  of  the  training  period.  The  amount  of  funding  depends  on 
the  amount  available  each  fiscal  year  and  the  number  of  requests  funded. 

Health  Professional  Education  Loan  Repayment  Program 

This  new  program  was  appropriated  $5  million  in  Fiscal  Year  1992,  which  will  be 
available  until  September  30,  1994.  Language  placed  in  the  VA  Health  Care  Act  of 
1992  created  an  implementation  problem  by  specifically  preventing  DVA  from 
instituting  a  Loan  Repayment  Program.    AVANA  and  AANA  believe  that  a  VA  loan 
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repayment  program  would  create  a  significant  incentive  for  CRNAs  to  consider 
employment  in  the  VA.  We  request  that  the  prohibitive  language  be  corrected  and  the 
appropriated  moneys  utilized  for  the  new  program. 

Funds  allocated  toward  the  education  of  CRNAs  is  cost  effective  both  from  the 
perspective  that  students  who  have  experience  in  the  VA  system  are  more  likely  to  seek 
employment  with  the  VA  and  also  the  fact  that  the  educational  costs  of  preparing 
CRNAs  are  less  than  those  of  preparing  anesthesiologists.  Becoming  a  CRNA  takes  a 
minimum  of  8  years:  4  years  of  undergraduate  education  to  become  a  registered  nurse, 
1-2  years  of  experience  in  an  acute  care  nursing  unit,  and  2  years  of  anesthesia 
education.  Becoming  an  anesthesiologist  takes  a  minimum  of  12  years:  4  years  of 
undergraduate  education,  4  years  of  medical  school,  and  a  4-5  year  residency  in 
anesthesiology.  The  average  annual  program  cost  per  student  nurse  anesthetist  is 
$11,741  according  to  the  AANA  Council  on  Accreditation's  1992  survey  of  nurse 
anesthesia  programs.  Therefore,  the  total  cost  per  student  for  the  average  nurse 
anesthesia  education  program  of  two  and  one  quarter  years  is  $26,420  ($11,741  x  2.25 
=  $26,420).  In  contrast,  according  to  HCFA  data,  the  average  annual  cost  per  medical 
resident  in  a  residency  program  was  $84,837  in  1990.  Total  cost  per  student  for  a  4  -5 
year  anesthesiologist  residency  would  then  exceed  $339,300  ($84,837  x  4  = 
$339,348).  The  conclusion  to  be  drawn  is  that  for  the  same  cost  of  preparing  one 
anesthesiologist,  you  can  prepare  10  CRNAs.  Even  more  important  in  light  of  the 
shortage  of  anesthesia  providers  and  scarce  Federal  resources,  those  10  CRNAs  will 
have  entered  the  work  force  and  cumulatively  provided  at  least  40  years  of  anesthesia 
services  by  the  time  the  one  anesthesiology  resident  graduates  and  is  ready  to  practice. 


Recommendations  for  the  Education  of  VA  CRNAs 

Students  should  be  able  to  receive  their  nurse  anesthesia  education  at  VAMCs  so 
that  they  may  be  more  likely  to  stay  at  those  VAMCs.  Consequently,  there  is  a 
need  to  start  new  VA  nurse  anesthesia  programs  and  to  add  VA  hospitals  as 
anesthesia  clinical  affiliates.  There  are  currently  14  VAMCs  which  serve  as 
anesthesia  clinical  affiliates.  It  has  become  prevalent  in  the  private  sector  to  have 
clinical  affiliates  pay  for  a  full-time  faculty  member's  salary  in  return  for  being  an 
affiliate.  This  practice  should  be  endorsed  in  the  DVA  as  well  and  funding  should 
be  budgeted  in  1994  to  start  new  nurse  anesthesia  programs  and/or  facilitate 
supporting  new  and  current  clinical  affiliates. 

•  The  DVA  Registered  Nurse  Anesthetist  Training  Program  should  be  expanded  in 
1994.  Under  this  program,  a  VAMC  may  choose  to  provide  a  staff  RN  with 
salary,  tuition  and  books  for  the  length  of  the  nurse  anesthesia  program. 

•  The  funding  for  CRNAs  under  the  DVA  Tuition  Support  Program  should  be 
increased  in  1994. 
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The  loan  repayment  program  should  be  initiated  and  funded  through  moneys 
separately  appropriated  for  the  program. 


Conclusion 

The  DVA  lacks  the  salaries  and  benefits  to  compete  with  the  private  sector  for  CRNAs. 
The  current  and  projected  continued  shortage  of  CRNAs  nationwide  exacerbates  this 
situation.  We  believe  that  the  DVA  is  still  facing  a  serious  crisis  in  anesthesia  services 
because  of  its  inability  to  recruit  and  retain  a  sufficient  number  of  CRNAs.  If  the  slow 
but  consistent  loss  of  CRNAs  in  the  VA  is  allowed  to  continue,  we  are  concerned  that 
it  will  have  a  deleterious  impact  on  patient  care  by  weakening  the  surgical  capability  of 
VAMCs.  Therefore,  the  AVANA  and  AANA  believe  that  additional  funding  for 
CRNA  education  should  be  included  in  the  1994  funding  levels.  In  addition,  there 
should  be  continued  close  monitoring  of  t!»e  implementation  of  the  Nurse  Pay  Act  of 
1990  and  amendments  of  1992. 
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WRITTEN  COMMITTEE  QUESTIONS  AND  THEIR  RESPONSES 

RESPONSES  OF 

CHIEF  JUDGE  FRANK  Q.  NEBEKER 

TO  QUESTIONS  SUBMITTED  BY 

HONORABLE  G.V.  MONTGOMERY 


QUESTION:  Your  Honor,  Congress  established  a  retirement  fund 
for  members  of  the  Court.  Since  it  is  so  similar  to  the 
retirement  plan  of  other  federal  judges,  wouldn't  a  merger  of 
the  fund  with  those  other  funds  make  sense  from  an 
administrative  standpoint?  Would  you  look  into  this  and  let 
us  have  your  thoughts  on  this? 

ANSWER:  The  retirement  provisions  for  Article  I  judges  are 
all  different  and  differ  to  greater  or  lesser  extents  from 
those  for  Article  III  judges.  The  retirement  plans  for  the 
various  federal  courts  have  resulted  from  the  actions  of 
different  authorizing  committees  and  consequently  have 
divergent  statutory  and  budgetary  foundations. 

At  the  request  of  Senator  Cranston  while  Chairman  of  the  U.S. 
Senate  Committee  on  Veterans'  Affairs,  the  Congressional 
Research  Service  of  the  Library  of  Congress  prepared  a 
preliminary  draft  report  comparing  the  retirement  and  survivor 
rights  of  judges  of  the  Court  of  Veterans  Appeals  with  the 
rights  of  judges  of  other  federal  courts.  The  report  is 
presently  under  review  by  this  Court  for  comments  to  be 
submitted  to  Senator  Cranston's  successor  as  Chairman,  Senator 
Rockefeller.  When  I  submit  these  comments  to  Senator 
Rockefeller,  I  will  ask  whether  he  has  any  objection  to  my 
sharing  them  with  you.  I  would  note  at  this  point  that 
current  administrative  activity  in  connection  with 
administration  of  the  Court's  retirement  plan  and  fund  is 
minimal . 

QUESTION:  Judge  Nebeker,  you  seem  to  be  very  conscious  about 
keeping  Court  administrative  costs  down,  for  which  we  commend 
you.  Is  there  a  standard  of  service  that  you  keep  an  eye  on 
so  that  decisions  are  promptly  prepared  and  the  Court's  work 
is  not  noticeably  delayed?  If  you  don't  have  internal 
performance  standards,  are  there  staffing  and  caseload  factors 
which  other  courts  use  in  preparing  budgets?  If  you  could 
survey  other  courts,  especially  Article  I  courts,  and  let  us 
know  of  your  findings,  it  would  be  very  helpful  to  us  in 
evaluating  the  Court's  budget  proposal. 

ANSWER:  The  promptness  with  which  decisions  are  rendered  is  an 
aspect  of  the  Court's  judicial  review  mission  to  which  we  give 
regular  attention.  Our  Court,  as  do  most  other  appellate 
courts,  does  this  through  an  internal  review  of  productivity, 
including  regular  monitoring  of  case  status  and  processing. 
This  Court,  like  many  other  appellate  tribunals,  is  ever 
mindful  of  the  American  Bar  Association  Standards  Relating  to 
Appellate  Courts  (ABA  Commission  on  Standards  of  Judicial 
Administration  1977) .  While  those  standards  are  precatory  in 
large  measure,  they  set  forth  precepts  for  prompt  and  just 
case  disposition. 

Because  our  role  and  circumstances  differ  so  much  from  those 
of  other  Article  I  courts,  the  Court  looks  to  the  Article  III 
courts  for  staffing  models.  The  staffing  formula  currently 
used  by  the  Administrative  Office  of  the  U.S.  Courts  to  staff 
Article  III  courts  of  appeals  clerks  offices  provides  1 
position  to  perform  case-related  work  for  every  75  appeals 
filed.  This  formula  does  not  apply  to  statutory  positions, 
such  as  those  of  judges  and  the  clerk  of  the  court,  or  to 
positions  which  are  staffed  on  other  bases,  such  as  those  of 
chambers  staff,  central  legal  staff,  librarian,  and  special 
needs-related  positions.  This  Court  has  29.5  case-related 
positions  to  which  the  formula  would  apply.   Unlike  Article 
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III  courts  (and,  for  that  matter,  other  Article  I  courts) ,  our 
staffing  level  is  driven  by  the  extraordinarily  high 
percentage  of  pro  se  appeals  to  this  Court  which,  as  is  noted 
in  our  budget  submission,  are  quite  time  consuming.  The  Court 
shares  the  Congress'  commitment  to  making  judicial  review 
truly  accessible  to  veterans  and  their  survivors,  and  has  made 
careful  judgments  about  the  staff  and  other  resources  needed 
to  accomplish  that  task. 

3.  QUESTION:  Considering  the  relatively  small  percentage  of  cases 
in  which  plaintiffs  in  U.S.  District  Court  obtain  fees  under 
the  Equal  Access  to  Justice  Act,  and  also  considering  that 
only  20  percent  of  COVA  appellants  are  represented  by 
attorneys,  do  you  really  expect  to  have  many  petitions  under 
the  Act? 

ANSWER:  We  expect  a  disproportionately  high  number  of 
applications  for  fees  and  expenses  under  EAJA,  especially 
while  the  Court's  case  law  in  that  area  is  developing.  As  of 
May  20,  1993,  the  Court  had  21  EAJA  applications  pending. 
Initially,  the  Court  is  grappling  with  the  issue  of 
retroactive  application  of  EAJA  in  a  number  of  closed  cases  in 
which  we  have  received  requests  for  retention  of  jurisdiction 
for  EAJA  purposes.  I  should  note  that  most  EAJA  awards  in 
U.S.  district  courts  arise  out  of  Social  Security  cases,  which 
comprise  a  small  percent  of  the  district  courts'  workload. 
(See  Administrative  Office  of  the  United  States  Courts,  1991 
Annual  Report  of  the  Director  at  28-31.)  Most  of  our  cases 
are  very  much  like  Social  Security  cases,  and  many 
practitioners  from  that  specialty  are  familiar  with  EAJA  and 
are  now  practicing  before  this  Court.  Also,  there  may  be  a 
substantial  number  of  applications  from  successful  volunteer 
attorneys  representing  appellants  under  the  Pro  Bono  Program. 

4.  QUESTION:  You've  indicated  your  plan  to  turn  over  the  Pro  Bono 
plan  to  the  Legal  Services  Corporation.  Isn't  it  a  little 
early  to  assess  their  performance? 

ANSWER:  I  have  indicated  that  our  tentative  long-range  plan  is 
to  have  the  Court  seek  half  of  the  FY  1995  funding  for  the  pro 
bono  representation  program  and  for  the  Legal  Services 
Corporation  to  seek  the  other  half,  and  to  have  the 
Corporation  seek  all  funding  for  FY  1996  and  beyond,  assuming 
the  program  is  still  a  viable  one.  This  plan  is  motivated  by 
the  need  for  the  Court  to  be,  and  appear  to  be,  detached  from 
the  case-evaluation  process  leading  to  a  decision  to  assign 
non-frivolous  appeals  to  volunteer  counsel.  Plans  for  a 
comprehensive  evaluation  of  the  program  are  underway,  and  the 
Court  expects  to  receive  that  evaluation  in  September  so  it 
and  Congress  can  assess  the  program's  success. 

5.  QUESTION:  You've  instituted  a  new  procedure  to  handle 
complaints  against  judges  of  the  Court.  Have  any  complaints 
been  filed?   If  so,  what  was  the  disposition? 

ANSWER:  To  date,  one  formal  complaint  has  been  filed  under  the 
Court's  recently-adopted  rules.  The  complaint  is  presently 
under  consideration,  pursuant  to  the  rules.  Over  time,  there 
have  been  informal  complaints  against  judges,  but  they  have 
arisen  from  the  complainant's  unhappiness  about  a  decision  the 
judge  has  made  in  the  complainant's  case  before  the  Court. 
Those  have  been,  and  will  continue  to  be,  handled  within  the 
context  of  the  particular  case;  such  complaints  are  excluded 
from  the  scope  of  the  complaint  rules. 
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RESPONSES  OF 

CHIEF  JUDGE  FRANK  Q.  NEBEKER 

TO  QUESTIONS  SUBMITTED  BY 

HONORABLE  BOB  STUMP 

QUESTION:  Judge  Nebeker,  your  budget  request  for  FY  94  would 
reduce  your  staff  by  four  positions.  Have  you  identified  what 
type  of  position  would  be  eliminated  and  what  would  be  the 
effect  on  the  Court's  operations? 

ANSWER:  We  are  eliminating  four  permanent  positions  in  the 
Clerk's  office  in  recognition  of  a  caseload  which  is  lower 
than  expected.  During  the  current  fiscal  year,  we  filled 
these  positions  with  temporary  employees  for  the  purpose  of 
back-loading  case  docket  information  from  our  old  cases  into 
our  computerized  case  management  system.  Our  goal  is  to 
create  a  system  which  contains  all  historical  case  data  so  we 
can  derive  meaningful  statistical  reports.  The  data  entry 
task  may  not  be  completed  by  September,  but  we  have  decided  to 
assign  it  a  lower  priority  and  accomplish  any  portion  of  the 
task  still  remaining  within  our  permanent  staff  resources. 


372 

Department  of  Veterans  Affairs 
Responses  to  follow-up  Questions 


Congressman  Evans 

Question:  1.  Under  national  health  care  reform,  all  veterans  may- 
have  the  opportunity  to  choose  to  receive  their  health 
care  from  VA. 

What  factors  will  limit  the  number  of  veterans  who  can 
receive  their  health  care  from  VA?  How  many  more  veterans 
can  be  provided  health  care  by  VA? 

For  some  veterans  who  are  now  able  to  obtain  health  care 
from  both  VA  and  non-VA  providers,  VA  is  not  the  health 
provider  of  choice.  What  factors  are  most  responsible 
for  VA  not  being  the  health  care  provider  of  choice  for 
these  veterans?  What  changes  in  VA  health  care  would 
enable  VA  to  compete  successfully  with  other  health  care 
providers  and  become  the  health  care  provider  of  choice 
for  veterans?  How  does  the  proposed  budget  support 
achieving  these  changes?  If  VA  competes  with  other 
providers  to  deliver  health  care  to  veterans,  should  VA 
also  compete  to  provide  health  care  to  other  segments  of 
the  population?  Who  else  should  receive  VA  provided 
health  care? 

Answer:  Without  knowing  the  form  of  the  President's  national 
health  care  reform  plan  and  the  VA's  role  therein, 
answers  to  some  of  these  questions  will  be  estimates,  at 
best . 


As  part  of  health  care  reform  analyses,  we  examined 
factors  which  would  affect  the  demand  for  VA  health  care. 
The  data  source  was  the  1987  Survey  of  Veterans  (SOV 
III) .  For  statistical  reasons,  this  survey  allows  us  to 
understand  the  determinants  of  VA  outpatient  care  demand 
with  greater  reliability  than  VA  inpatient  care  demand. 

We  found  that  travel  distance,  race,  insurance  coverage 
status,  family  income,  family  wealth,  and  health 
insurance  are  all  important  predictors  of  VA  outpatient 
demand.  First,  the  insurance  coverage  variable  used  in 
our  analysis  ("private,  Medicare,  or  Medicaid"  versus 
"none")  was  a  strong  and  negative  predictor  of  VA 
outpatient  demand.  Second,  in  non-VA  demand  studies, 
travel  distance  is  by  far  the  most  significant  factor 
explaining  which  particular  hospital  or  provider  is 
chosen  by  a  health  care  consumer.  Our  analysis  indicate 
that  travel  stance  is  also  a  key  predictor  of  the  choice 
of  a  VA  versus  a  non-VA  provider.  In  fact,  we  expect  VA 
demand  to  be  more  sensitive  to  travel  distance  given  that 
there  are  several  hundred  VA  provider  locations  and  tens 
of  thousands  of  non-VA  provider  locations. 

Several  variables  specific  to  a  VA  demand  analysis  were 
also  taken  into  account  including  service  connected 
status,  combat/war  exposure  status,  and  total  use  of 
outpatient  services.  All  had  strong  positive  effects  on 
the  choice  to  use  VA.  In  particular,  service  connected 
status  was  the  single  most  powerful  predictor  of  VA  use 
of  all  variables  tested. 

From  a  policy  perspective,  the  key  demand  side  variable 
limiting  VA  use  is  insurance  coverage.  For  the  average 
veteran,  having  some  insurance  coverage  compared  to 
having  no  coverage  decreases  the  chance  that  the  veteran 
will  choose  VA  for  outpatient  care  by  44%.  Of  all 
veterans  seeking  VA  outpatient  care,  86%  have  some  form 
of  health  insurance.  If  health  care  reform  instituted 
universal  (or  100%)  coverage,  we  estimate  that  the  demand 
for  VA  outpatient  care  would  fall  by  about  6%. 
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While  data  from  SOV  III  are  not  helpful  in  a  study  of  VA 
inpatient  demand,  1988  VA  Survey  of  Medical  System  Users 
(SMSU)  focuses  on  inpatient  care  and  indicates  that  36% 
of  VA  inpatient  users  lack  any  insurance  coverage. 
Consequently,  we  expect  health  care  reform  (and  universal 
coverage)  to  cause  a  far  greater  decline  in  the 
probability  of  choosing  VA  inpatient  care  compared  to  VA 
outpatient  care.  This  conclusion  would  be  strengthened  if 
veterans  (and  other  citizens)  were  required  or  motivated 
under  health  care  reform  to  commit  to  a  single  managed 
care  provider  rather  than  demand  their  care  from  many 
sources,  VA  being  one.  Many  current  users  only  select  VA 
care  for  certain  kinds  of  treatments  or  services  (e.g., 
outpatient  demand  for  VA  prescription  drugs  only) . 

Under  health  care  reform  where  all  veterans  will  choose 
a  provider  from  many  options,  user  perceptions  of  quality 
will  be  important.  Moreover,  VA  may  have  to  offer  an 
attractively  low,  capitated  price  for  its  health  care 
services.  In  this  regard,  VA  might  have  to  convert  to 
captitated  financing  of  care  in  order  to  allocate  certain 
Congressionally  obligated  dollars  to  VA  medical  centers. 
Additionally,  if  the  VA  is  to  be  price  competitive,  its 
financing  system  must  provide  incentives  for  VA  providers 
to  monitor  and  reduce  their  costs.  The  Resource  Planning 
Methodology  (RPM)  now  being  developed  and  scheduled  for 
introduction  on  a  pilot  basis  in  FY  1994  has  been 
designed  with  exactly  this  objective  in  mind.  Under  RPM 
a  hospital's  performance  is  monitored  relative  to  its  own 
historical  trends  as  well  as  the  cost  (and  volume)  trends 
of  other  VA  hospitals  assigned  to  the  same  peer  group. 

Before  considering  opening  VA  doors  to  "other  segments  of 
the  population, "  we  want  to  encourage  veterans  not  now 
using  the  system  to  come  in.  Only  after  the  results  of 
this  policy  are  evident  will  we  know  whether  the  VA 
system  can  equitably  and  efficiently  serve  others. 

Question:  2.  Former  Secretary  Derwinski  established  two  department- 
wide  goals  for  VA:  (1)  provide  the  most  compassionate  and 
highest  quality  service  to  veterans  and  their  families 
and  (2)  be  the  most  responsive  and  best  managed  service 
delivery  organization  in  the  Federal  government.  Most 
veterans  would  agree  VA  has  not  achieved  either  goal  yet. 

Describe  the  department-wide  goals  which  you  have 
established  for  VA? 

Answer:  The  Department's  strategic  direction  is  in  the  process  of 
being  changed  to  reflect  Secretary  Brown's  vision  and 
goals.  Secretary  Brown's  vision  recently  distributed 
throughout  the  Department  (see  attached),  is  that  VA  will 
function  as  a  unified  Department  delivering  benefits  and 
services  in  a  high  quality,  cost  effective,  and  timely 
manner  to  veterans  and  their  families. 

Achievement  of  this  vision  will  focus  on  accomplishment 
of  seven  high  priority  goals  identified  by  the  Secretary: 

1)  .  Improve  communications  with  veterans,  veterans 
service  organizations,  and  others  who  wish  to  contribute 
to  accomplishment  of  VA's  work  at  all  organizational 
levels . 

2).  Improve  the  timeliness  and  quality  of  the  benefit 
claims  adjudication  process. 

3)  .  Complement  national  health  care  reform  by  developing 
and  maintaining  a  comprehensive  medical  care  system  for 
veterans . 

4)  .   Enhance  quality  of  care  through  a  comprehensive 
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program  of  quality  management  and  measurement. 

5).  Improve  services  for  PTSD,  environmental  exposure, 
and  homelessness . 

6)  .  Promote  a  working  environment  free  of  discrimination 
and   sexual  harassment . 

7).  Streamline  structures,  procedures,  and  regulations 
and  take  advantage  of  information  management  and  other 
new  technologies  to  improve  internal  management  and 
delivery  of  services  to  customers. 

Question:  When  do  you  expect  VA  to  achieve  each  goal  you've 
established? 

Answer:  The  Secretary  has  asked  Administrations  and  staff  offices 
to  develop  proposed  strategic  plans  and  milestones  for 
accomplishment  of  the  seven  goals.  These  plans  will  be 
reviewed  and  approved  by  the  Secretary  in  June,  and  form 
the  basis  for  follow-on  budget,  legislative,  and  internal 
policy-making  decisions. 

Question:  How  does  the  proposed  budget  support  achieving  each  goal? 

Answer:  We  plan  to  use  the  strategic  plan  approved  by  the 
Secretary  to  formulate  our  FY  1995  budget.  In  addition, 
we  will  determine  what  actions  can  be  taken  in  FY  1993 
and  1994  to  accomplish  the  established  goals. 

Question:  3.  Does  the  budget  allocation  process  treat  all  VA 
medical  centers  fairly  and  equitably?  Are  any  medical 
centers  disadvantaged  or  advantaged  by  the  health  care 
budget  allocation  process? 

What  method  is  currently  used  by  VA  to  allocate  funds  to 
VHA  facilities  and  what  factors  does  VA  use  to  adjust 
(increase  or  decrease)  the  fiscal  year  funding  provided 
to  a  VHA  facility? 

Answer:  Funding  allocations  to  VA  Medical  Centers  (VAMCs)  through 
this  fiscal  year  (October  1,  1992  -  September,  1993)  have 
traditionally  been  categorized  as  either  recurring  or 
non-recurring.  Recurring  funds  support  on-going  medical 
center  operations  and  non-recurring  funds  are  those  funds 
received  on  a  one-time-only  basis.  Each  medical  center 
has  a  specific  dollar  recurring  funding  base.  This  base 
is  normally  increased  every  year  for  inflation,  pay 
raises,  and  other  items  and  factors  that  increase  the 
cost  of  day-to-day  operations.  Non-recurring  funding  is 
provided  for  those  items  or  costs  that  occur  outside  of 
day-to-day  operations,  such  as  replacing  a  roof  or  buying 
a  linear  accelerator. 

This  historical  budgeting  process  does  not  adjust  for 
demographic  changes  in  veteran  population,  nor  is  it 
driven  by  patient  care  workload  requirements.  However, 
the  Veterans  Health  Administration  is  in  the  process  of 
reforming  its  budgeting  process.  In  FY  1994,  a  new 
resource  planning  and  management  (RPM)  system  is  being 
introduced  for  VHA's  medical  care  budget.  RPM  is  a  new 
forward  looking  management  system  that  will  allow  the 
Department  to  allocate  funds  to  VAMCs  on  the  basis  of 
cost  of  care  for  individual  patients  (capitation  model) . 
The  RPM  system  treats  all  VAMCs  fairly  and  equitably. 
The  process  itself  does  not  create  any  distinct 
advantages  or  disadvantages  to  specific  medica  centers 
and  is  a  patient-based  workload  driven  management  system. 

It  is  anticipated  that  it  will  take  three  years  to  fully 
implement  the  new  resource  planning  and  management  system 
in  the  Veterans  Health  Administration. 
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Question:  4.  VA  is  developing  a  Master  Veteran  Record,  described 
as  an  easily  accessible  automated  file  containing  all  of 
a  servicemember ' s  data  and  veteran  benefit  information  in 
one  record.  How  much  will  VA  spend  during  FY  1993  and  FY 
1994  on  Master  Veteran  Record  development?  When  will  the 
Master  Veteran  Record  be  operational?  How  much  will  VA 
spend  to  achieve  an  operational  Master  Veteran  Record? 

Answer:  Implementing  the  core  features  of  a  Master  Veteran  Record 
across  the  Department  is  roughly  a  five-year  project, 
involving  a  mixture  of  new  systems  development  and 
bridges  to  existing  VA  systems  such  a  Compensation  and 
Pension  and  Decentralized  Hospital  Computer  Program. 
Some  near  term  deliverables  achievable  by  VA  technical 
staffs  within  existing  VA  systems  may,  however,  result  in 
some  direct  service  improvements  to  the  veterans.  Beyond 
a  five-year  period  however,  VA  should  realize  major 
savings  through  the  administrative  streamlining  of 
benefits  processing  enabled  by  the  Master  Veteran  Record. 
These  savings  will  be  determined  by  conducting  a  formal 
cost/benefit  analysis  predicted  on  a  proposed  design 
alternative.  The  results  should  be  available  by  the  end 
of  fiscal  year  1993.  Precise  estimates  of  project  cost 
can,  likewise,  only  be  determined  based  upon  such  a 
formal  study.  It  is  reasonable  to  expect  that  the 
project  will  require  a  significant  capital  investment. 
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Congressman  Gutierrez 

Question:  1.  In  your  testimony,  you  say  that  you  are  engaged  in  a 
"Massive  Modernization"  of  the  Veterans  Benefits 
Administration.  That  is  very  welcome  news  because,  as 
you  have  said,  some  veterans  have  to  wait  six  months  or 
a  year  just  to  have  their  claims  processed 

Can  you  give  me  a  few  more  details  on  this  modernization 
plan? 

Answer:  Since  1985,  the  Veterans  Benefits  Administration  (VBA) 
has  undertaken  efforts  to  improve  delivery  of  benefits 
and  services  through  the  modernization  of  its  information 
systems  environment.  In  1987,  the  VBA  published  the 
Modernization  Program  "Twelve  Point  Plan" ,  which 
described  the  twelve  major  tasks  involved  in  fulfilling 
VBA's  goals  and  objectives  for  the  acquisition  of 
modernized  technologies  to  replace  its  antiquated  and 
over  burdened  information  systems .  The  first  six  tasks 
in  the  Plan  established  a  strategic  vision  for  the 
modernized  solution,  documented  the  current  VBA 
information  processing  environment  and  allowed  for  the 
identification,  development  and  implementation  of  short- 
term  technology  enhancements  and  transition  activities. 
Tasks  seven  through  twelve  involved  the  research, 
technical  alternatives  and  cost  analysis,  and  the 
acquisition  and  implementation  activities  involved  in  the 
procurement  of  the  modernized  solution.  Due  to  the 
magnitude  and  complexity  of  the  modernization  effort,  VBA 
is  acquiring  the  new  technologies  in  three  stages. 

Stage  I  of  the  VBA  Modernization  Program,  which  began  in 
1990,  provides  for  the  acquisition  and  implementation  of 
Regional  Office  intelligent  workstations  and  peripherals, 
Sector  Site  processors,  and  distributed  database 
management  systems  that  will  permit  the  relocation  of 
data  processing  from  VBA  central  facilities  to  the 
Regional  Offices  and  Sector  Sites  in  order  to  realize  the 
benefits  associated  with  decentralized  processing.  Stage 
I  hardware  and  systems  software  will  provide  immediate 
operational  benefits  and  will  serve  as  the  foundation  for 
the  technologies  being  acquired  in  the  other  stages. 

Stage  II  of  the  Modernization  Program  will  extend 
Regional  Office  and  Sector  Site  processing  capabilities 
through  the  acquisition  of  technologies  such  as  imaging, 
optical  character  recognition  and  powerful  local  area 
networks  to  allow  for  enhanced  functions.  Stage  III  of 
modernization  will  result  in  the  acquisition  of 
computers,  operating  systems,  and  relational  database 
management  systems  to  support  centralized  applications 
and  data  exchange  with  VA  organizations  and  other 
government  agencies. 

As  additional  background,  attached  is  a  copy  of  the  VBA 
Modernization  Management  Plan. 

Question:  What  does  "modernization"  mean  --  more  sophisticated 
computers,  stream-lined  paperwork? 

Answer:  The  primary  goal  of  the  VBA  Modernization  Program  is _ to 
use  modern  technology  to  improve  the  delivery  of  benefits 
and  services  to  veterans  and  their  families.  This  goal 
became  VA  policy  in  1985  when  a  VA  Administrator  stated 
that  VBA  would  provide  "better  service  to  the  veteran 
through  modern  technology. "  Modernization  is  the  vehicle 
to  achieve  this  goal.  The  VBA  is  also  conducting  a 
comprehensive  effort  to  analyze  and  redesign  its  business 
processes  in  conjunction  with  modernized  technology 
acquisition  and  implementation  initiatives.  This 
coordinated   strategy   represents   a   pro-active   and 
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Question: 


Answer 


innovative  approach  to  improve  veterans  benefits  delivery 
and  services . 

1.  And,  more  importantly,  what  practical  effort  would 
(Modernization)  have  on  the  individual  veteran?  Will  it 
speed  up  the  process?  For  instance,  could  (a  veteran) 
expect  an  initial  response  to  a  claim  within  a  few  weeks 
--  or  even  days  --  if  a  modernized  system  is  put  in 
place? 

Currently,  it  takes  an  average  of  177  days  to  process  an 
original  compensation  claim.  VBA's  goal  is  to  adjudicate 
95%  of  initial  disability  claims  within  106  days.  That 
goal  will  be  reached  and  even  exceeded  by  developing  a 
fully  automated  processing  environment  so  that  most  work 
will  be  accomplished  by  decision  makers  and  any  delay  due 
to  mail  handling,  manual  processing,  waiting  for  evidence 
and  human  error  will  be  substantially  reduced. 

To  improve  timeliness,  we  will  apply  automated  rule-based 
technology  to  original  claims  from  the  time  they  are 
received  through  the  time  a  final  decision  is  made.  That 
rule  based  system  will  identify  all  necessary  evidence 
when  the  claim  is  first  reviewed,  generate  requests  to 
the  veteran  or  third  parties,  and  access  through 
automated  interfaces  any  evidence  available 
electronically.  The  automated  interfaces  will  enable  VBA 
to  secure  Veterans  Health  Administration  documents, 
service  records,  Social  Security  Administration  records, 
and  Internal  Revenue  Service  records,  as  well  as  other 
records,  eliminating  the  delay  presently  experienced 
while  waiting  for  those  records . 

Timeliness  will  also  be  improved  because  data  entered  by 
VA  employees  or  Veterans  Service  Organization 
representatives,  when  assisting  a  veteran  with  completion 
of  the  computer  generated  compensation  application,  can 
be  captured  electronically  and  transferred  into  the 
claims  processing  system.  This  will  eliminate  the  need 
for  redundant  data  entry  and  will  result  in  the 
generation  of  evidence  requests  which  can  be  handed  to 
the  veteran  as  he  or  she  signs  the  application  form.  The 
system  will  no  longer  utilize  paper  records  as  all 
documents  will  be  transformed  for  electronic  storage. 
This  will  permit  immediate  access  to  the  claim  record  by 
any  person  needing  information  or  having  responsibility 
for  working  the  claim.  It  will  enhance  management's 
control  over  claim  processing. 

Rating  board  automation  will  be  an  integral  part  of  the 
modernized  system.  The  rule  based  system  will  assist 
rating  board  members,  and,  when  integrated  with  various 
document  preparing  technologies,  will  result  in  the 
creation  of  ratings  and  other  documents  that  are 
accurate,  complete,  and  generated  without  the  assistance 
of  transcriptionists.  The  finished  document  will  be 
available  as  soon  as  the  decision  is  made.  The  same  rule 
based  system  will  similarly  assist  claims  authorization 
personnel  with  decisions  about  rates,  effective  dates, 
and  other  factors  of  entitlement. 

Question:  2.  The  President's  Jobs  Bill  would  provide  VA  with  over 
$200  million  to  use  on  much-needed  improvements  at  VA 
medical  facilities.  How  would  a  delay,  rejection,  or 
reduction  of  the  Jobs  Bill  affect  the  veterans  whom  we 
all  serve? 

Answer:  Although  The  President's  Jobs  Bill  included  several  high 
priority  projects  in  the  minor  construction  program  which 
would  have  a  direct  impact  on  patient  care  and  medical 
programs,  the  projects  in  the  economic  stimulus  package 
consisted  primarily  of  maintenance  and  repair  projects. 
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While  essential  to  the  maintenance  and  repair  of  VA's 
aging  infrastructure,  most  of  these  projects  are  not 
critical  to  the  delivery  of  quality  patient  care  and 
other  medical  care  needs  of  VA  in  the  shortrun. 
Budgetary  constraints  force  VA's  construction  managers  to 
first  provide  for  VA's  exigency  needs  at  the  expense  of 
deferring  work  to  maintain  our  building  infrastructure. 
When  maintenance  and  repairs  are  deferred  over  an 
extended  period  of  time,  the  result  is  that  more  costly 
repairs  and  corrections  must  be  made  in  the  future  at 
greater  expense.  Continued  delays  in  correcting  the 
documented  backlog  of  maintenance  and  repair  projects 
will  necessarily  increase  the  cost  burden  in  future  years 
for  this  work,  placing  additional  demands  on  funding 
resources  in  competition  with  other  medical  care  needs. 
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Congressman  Kreidler 


Question: 


Question: 


1.  Mr.  Secretary,  in  your  written  testimony  you  state  on 
page  5  that  "VA  will  make  every  effort  to  ensure  that 
VA's  research  efforts  are  not  compromised".  Committee 
staff  have  concluded  that  research  projects  will  decline 
by  31%  under  this  budget.  What,  Mr.  Secretary,  are  the 
"efforts"  that  the  Department  plans  to  undertake  in  order 
to  ensure  that  research  is  not  compromised?  How  do  you 
plan  to  make  good  on  this  statement  considering  the 
magnitude  of  the  cut? 

We  will  continue  to  ensure  that  our  research  resources 
are  used  to  support  those  projects  with  the  highest 
scientific  merit  and  with  prior  claim  on  our  support.  In 
fiscal  year  1994  we  will  continue  to  fund  all  "ongoing 
projects",  that  is,  projects  that  are  continuing,  usually 
for  a  three-year  period  after  having  been  recommended  for 
funding  by  a  merit  review  board  on  the  basis  of  high 
scientific  merit.  Proposals  for  new  projects  or  for 
continuation  after  completion  of  a  three-year  period  will 
not  be  funded.  This  policy  (supporting  only  ongoing 
projects)  will  focus  our  resources  on  projects  of  very 
high  scientific  merit  and  will  minimize  disruption  of 
previously  approved  research. 

2.  I  have  one  other  question  Mr.  Secretary,  about  the 
National  Cemetery  System.  Mr.  Secretary,  as  you  may 
know,  I  believe  we  have  already  spent  around  $500,000  on 
the  environmental  impact  statement  and  some  other  studies 
for  a  cemetery  in  Tahoma,  Washington  and  there  is 
approximately  $1.9  million  left  for  land  acquisition  and 
master  planning  for  this  project.  These  phases  are  still 
proceeding.  After  all  this  effort,  money,  and  promises 
to  the  veterans  of  my  state,  there  does  not  seem  to  be 
any  money  in  the  budget  to  proceed  beyond  land 
acquisition  and  master  planning  for  the  cemetery  at 
Tahoma.  Why  is  that?  What  are  the  Department's  plans 
for  the  cemeteries  to  which  we  are  already  committed? 

The  Department  of  Veterans  Affairs  (VA)  is  actively 
negotiating  with  the  State  of  Washington  Department  of 
Natural  Resources  for  purchases  of  the  Tahoma  site  with 
acquisition  anticipated  for  March  1994.  The  site  will  be 
acquired  with  funds  approved  in  the  1991  Major 
Construction  Appropriation.  At  the  same  time,  VA  has 
begun  the  selection  process  for  Architect/Engineer  (A/E) 
services  to  develop  the  master  plan  for  the  site.  If  the 
acquisition  is  consummated  according  to  expectation, 
Design  Funds  are  available  in  the  1994  budget  for  the 
development  of  construction  documents.  At  that  point, 
the  Department  would  be  in  a  position  to  determine  when 
construction  funds  would  be  required  for  Phase  I 
development  and  to  include  this  request  in  the 
appropriate  budget  submission. 

VA  remains  committed  to  the  goal  of  providing  veterans 
with  a  full  range  of  burial  services  and  benefits  with 
dignity  and  honor.  To  attain  this  goal,  we  will 
continue  to  pursue  the  development  of  new  cemeteries, 
where  feasible,  in  areas  of  the  country  where  the  need  is 
greatest . 
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Congressman  Montgomery 

Question:  1.  Mr.  Secretary,  you  may  recall  that  when  the 
Montgomery  GI  Bill  was  enacted,  I  reluctantly  agreed  to 
accept  the  requirement  that  service  members  agree  to  a 
$100  per  month  basic  pay  reduction  in  order  to  enroll  in 
the  program.  This  is  a  lot  of  money  for  a  young  person 
to  forego.  Have  you  or  your  staff  calculated  the  effect 
the  additional  $400  annual  pay  reduction  ($1200  to  $1600) 
proposed  in  the  budget  would  have  on  a  service  member's 
willingness  to  sign  up  for  this  program? 

Answer:  We  agree  that  an  additional  $400  per  year  is  a 
significant  amount  of  money  to  our  young  servicepersons . 
However,  with  the  increases  in  the  MGIB  monthly  payments 
(effective  April  1,  1993),  the  monthly  full-time  payment 
for  those  with  a  service  obligation  of  three  or  more 
years  is  $400  per  month  for  a  total  payout  of  $14,400. 
Considering  the  ultimate  payout,  we  do  not  think  the 
additional  deduction  of  just  over  $33  a  month  will  serve 
as  a  deterrent  to  signing  up  for  the  program. 

Question:  In  recommending  that  a  service  member  have  an  additional 
$400  deducted  from  his  or  her  pay,  did  you  consider  the 
benefits  young  men  and  women  would  derive  from  the 
President's  proposed  national  service  program  and  the 
impact  that  program  might  have  on  the  military's  ability 
to  recruit? 

Answer:  At  the  time  the  additional  deductions  were  being 
considered,  the  specifics  of  the  President's  proposed 
national  service  program  were  not  available  to  us,  so  we 
would  have  to  say  that  the  benefits  of  this  program  to 
young  men  and  women  were  not  considered.  As  to  the 
impact  that  the  national  service  program  would  have  on 
the  military's  ability  to  recruit,  here  again  we  did  not 
have  the  specifics  at  the  time  the  $400  additional 
deduction  was  being  advanced.  We  did  know  in  general 
terms  that  such  a  program  would  be  in  competition  with 
the  Montgomery  GI  Bill,  but  without  specific  figures  for 
the  national  service  program,  there  was  no  way  to  gauge 
the  effect  of  the  $400  increase  in  deductions  on  payments 
under  the  national  service  program.  Our  primary 
consideration  at  the  time  we  made  the  proposal  was  to 
maintain  a  9  to  1  ratio  in  payments  compared  with  pay 
deductions.  This  was  the  ratio  that  was  in  effect  when 
the  MGIB  first  came  onto  the  scene. 

Question:  There  is  also  an  issue  of  equity  involved  here.  Although 
I  support  the  notion  of  national  service,  I  believe  the 
benefits  provided  those  who  volunteer  to  serve  in  our 
Armed  Forces  --  and  who  subject  themselves  to  the  rigors 
and  hazards  which  are  unique  to  the  military  service  -- 
must  be  more  generous  than  those  earned  by  individuals 
who  perform  civilian  duties  under  a  national  service 
program.  Do  you  agree  and  have  you  shared  this  view  with 
the  White  House  National  Service  Office? 

Answer:  While  supporting  the  President's  concept  for  a  civilian 
national  and  community  service  program,  I  want  the 
program  to  be  fair  and  equitable  to  those  who  perform 
national  service  in  the  military.  We  have  had  many 
informal  and  staff-level  communications  with  the  White 
House.  Also  on  April  27,  1993,  I  sent  a  memorandum  to 
the  President  specifically  mentioning  the  impact  the 
creation  of  the  National  Service  Program  could  have  on 
the  Montgomery  GI  Bill  program.  On  March  15,  1993, 
Deputy  Secretary  Gober  addressed  this  issue  in  a  letter 
to  Eli  Segal,  Director,  Office  of  National  Service. 


Question:  2.   Mr.   Secretary,   your   budget   request   includes   a 
reduction  in  the  vocational  rehabilitation  program  of  18 
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FTE.  What  will  be  the  effect  on  the  current 
unsatisfactory  timeliness  statistics  if  this  personnel 
reduction  is  implemented? 

What  will  be  the  effect  on  the  ability  of  vocational 
rehabilitation  staff  to  participate  in  the  transition 
assistance  program  for  disabled  veterans  if  this 
personnel  reduction  is  implemented? 

The  1994  President's  Budget  does  not  provide  for 
improvement  in  the  timeliness  of  vocational 
rehabilitation  services.  In  1994,  the  average  number  of 
days  from  the  time  a  veteran's  application  for  vocational 
rehabilitation  services  is  received  in  VA,  to  the  date 
that  the  veteran  is  first  able  to  be  seen  for  an  initial 
appointment  will  be  85  days,  which  is  an  increase  of  five 
days  from  1993,  and  considerably  higher  than  our  goal  of 
3  0  days . 

Because  of  the  unavailability  of  additional  staff  and 
travel  resources,  the  Vocational  Rehabilitation  and 
Counseling  staff's  participation  in  the  Disabled 
Transition  Assistance  Program  will  consist  of  less  face 
to  face  contact  and  more  videotape  and  printed  material. 


68-251  0-93-13 
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Congressman  Slattery 

Question:  1.  A  decision  was  made  to  increase  the  GOE  account  by 
only  29  FTE .  Given  the  demands  on  the  benefits  delivery 
system  resulting  from  downsizing  and  the  increase  in 
original  claims  for  benefits,  shouldn't  the  budget  have 
proposed  a  much  higher  figure? 

Answer:  The  average  employment  level  for  VBA  will  increase  92  FTE 
over  the  1993  current  estimate.  By  adjusting  staffing 
ceilings  for  the  various  elements  within  VBA,  we  have 
been  able  to  increase  staffing  in  the  CP&E  programs  by 
242  FTE  in  1994. 


Question : 


In  addition,  we  anticipate  that  enactment  of  requested 
legislation  will  allow  us  to  redirect  more  of  our 
existing  staffing  toward  the  backlog  problem.  Currently 
there  is  a  statutory  requirement  that  all  recipients  of 
VA  pension  or  parents'  DIC  submit  an  Eligibility 
Verification  Report  (EVR)  annually.  Proposed  legislation 
would  require  EVR  submission  at  VA's  discretion,  thereby 
reducing  this  annual  workload,  while  making  permanent 
VA's  authority  to  obtain  certain  income-verification 
information  from  the  Internal  Revenue  Service  and  the 
Social  Security  Administration.  Enactment  of  this 
proposal  would  allow  us  to  decrease  the  volume  of  EVR's 
by  76%  and  free  244  FTE  in  our  Adjudication  Divisions  to 
work  on  the  backlog  of  compensation  and  pension  claims. 

As  Secretary  Brown  stated  in  his  testimony,  meeting  the 
needs  of  our  veteran  population  will  be  a  challenge. 
Within  VBA,  we  have  focused  our  resources  toward  those 
areas  which  provide  direct  service  to  veterans.  We  will 
continue  to  develop  new  technologies  and  to  restructure 
our  work  force/work  processes  in  order  to  do  more, 
better,  while  remaining  within  tight  fiscal  constraints. 

2.  The  President's  budget  calls  for  the  addition  of  242 
FTE  in  the  adjudication  division,  for  a  total  staff  level 
of  4,567.  Of  those,  how  many  are  charged  to  OBRA,  credit 
reform,  and  DIC  implementation?  Is  the  net  figure  an 
increase  or  a  decrease  from  the  net  figure  for  FY  93? 

The  following  is  a  break  out  of  the  Compensation,  Pension 
and  Education  program  FTE  for  1993  and  1994: 


Total 


Credit  Reform 


OBRA 


Other 


Direct 


1993 
1994 
Difference 


4,325 

4,567 

242 


564 
481 
(83) 


14 
89 
75 


3,744 

3,  994 

250 


The  1994  President's  budget  includes  92  FTE  to  support 
the  "Service  Members  Occupational  Conversion  and  Training 
Act  of  1992."  The  1994  Estimate  does  not  include  FTE  for 
the  implementation  of  DIC  reform.  However,  in  1993  VBA 
anticipates  spending  approximately  $3,000,000  to  support 
DIC  implementation  requirements. 

Question:  3.  While  I  am  pleased  to  see  the  addition  of  FTE  in  this 
area,  it  does  not  appear  that  the  level  you  project  for 
FY  1994  will  allow  you  to  make  any  progress  in  reducing 
the  backlog  in  veterans'  claims?  In  fact,  won't  the 
backlog  continue  to  grow? 


Answer:  Due  to  the  large  workload  arising  from  the  military 
drawdown  and  the  provisions  of  P.L.  101-508  (the  Omnibus 
Budget  Reconciliation  Act) ,  plus  the  increasing 
complexity  of  the  adjudication  process,  the  backlog  will 
grow  from  784,000  to  988,000  cases  during  FY  1994. 


383 


Question:  4.  You  intend  to  propose  legislation  that  would  extend 
your  authority  to  operate  the  Manila  Regional  Office  for 
an  additional  year  and  a  half,  indicating  that  this  will 
save  $3.1  million  in  FY  94.  How  much  will  this  cost  in 
FY  95? 

Answer:  If  legislation  proposed  to  extend  the  Secretary^ 
authority  to  operate  the  Manila  Regional  Office  is 
passed,  estimated  1995  operating  expenses  for  the  Manila 
Regional  Office  will  amount  to  $2,577,000. 

Question:  5.  Although  the  Board  of  Veterans'  Appeals  also  has  a 
growing  backlog,  the  budget  did  not  propose  the  addition 
of  a  single  FTE .  Can  you  tell  us  how  the  Board  will  be 
able  to  deal  with  the  additional  burden  it  is  now  under? 

Answer:  VA  is  considering  several  legislative  options  designed  to 
improve  productivity  and  decision-making  timeliness  at 
the  Board  of  Veterans'  Appeals  (BVA) .  Among  these 
options  under  consideration  is  a  change  that  would  permit 
decisions  of  the  Board  to  be  made  by  individual  members 
rather  than  Board  Sections,  thus  making  more  effective 
use  of  BVA  resources.  Under  this  scenario,  a  single 
member  of  the  Board  would  be  permitted  to  decide  appeals 
and  rule  on  motions.  This  is  the  method  employed  by  the 
Social  Security  System,  where  cases  are  normally  decided 
by  single  administrative  law  judges.  We  have  projected 
that  enactment  of  this  option  could  increase  overall  BVA 
productivity  by  25  percent.  Hand-in-hand  with  this 
option  is  another  option  to  remove  the  statutory 
limitation  on  the  number  of  members  of  BVA.  Removing  the 
restriction  on  the  total  number  of  BVA  Board  Members  will 
allow  VA  flexibility  in  allocating  resources  to  meet  the 
appellate  workload  and  to  dispose  of  appeals  in  a  timely 
manner.  Other  options  under  consideration  are 
initiatives  which  will  decrease  the  administrative 
workload  on  Board  Members  by  granting  the  BVA  Chairman 
authority  to  decide  matters  relating  to  attorney  fee 
agreements  and  to  decide  motions  in  proceedings  before 
BVA. 

BVA  will  complete  Board  Section  automation  in  FY  1994. 
We  project  that  increased  use  of  automation  will  improve 
BVA  productivity,  decision-making  timeliness  and  quality. 

In  summary,  BVA  is  working  within  the  resources  allocated 
to  it  to  improve  productivity  and  improve  decision-making 
timeliness . 

Question:  6.  The  budget  proposes  the  administration  of  several  of 
the  insurance  programs  be  paid  for  from  excess  funds  from 
which  dividends  are  paid  to  policy  holders.  This 
supposedly  results  in  discretionary  savings,  but  how  much 
of  these  savings  will  VA  get  credit  for  and  how  much  of 
these  savings  will  VA  get  credit  for,  and  how  will  these 
savings  be  allocated  to  VA?  Why  aren't  these  savings 
going  towards  research  or  the  adjudication  division? 

Answer:  This  proposal  is  included  in  the  President's  budget  since 
we  feel  that  it  is  entirely  fair  and  appropriate  to 
expect  that  the  administrative  costs  for  these  insurance 
funds  be  provided  from  available  resources  after  claims 
are  paid  and  adequate  reserves  are  established.  Costs 
for  the  administration  of  two  of  our  programs 
(Servicemen's  Group  Life  and  Veterans  Reopened  Life)  are 
covered  entirely  by  premium  income. 

Whether  savings  from  approval  of  this  proposal  are 
applied  to  the  Medical  Research  or  the  adjudication 
process  depends  on  the  appropriators  and  their 
determination  of  the  Committees'  priorities. 
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Congressman  Bilirakis 


Tampa  SCI  Unit 


Question:  1.  Since  197  9,  VA  has  planned  to  expand  the  Tampa  SCI 
Unit.  I  also  have  a  letter  from  Dr.  Holsinger  stating 
that  the  SCI  Unit  addition  project  has  "very  high 
priority  on  the  Veterans  Health  Administration 
construction  list."  However  the  construction  of  the  Unit 
continues  to  be  delayed.  If  the  project  has  such  a  high 
priority,  why  wasn't  it  funded  again. 

Answer:  The  Department's  Congressional  Budget  submission  contains 
projects  in  order  of  priority  scores  up  to  the  limit  of 
available  dollars.  All  projects  in  the  President's 
budget  have  higher  priority  scores  than  the  Tampa 
SCI/Energy  Plant  project. 

Question:  2.  What  VA  projects  are  considered  to  be  of  higher 
priority  than  the  Tampa  project?  Were  any  of  these 
ranked  below  the  Tampa  project  in  the  1992-1996 
assessment?  If  so,  which  ones  and  why  have  they  now  been 
judged  as  being  of  higher  priority? 

Answer:  In  the  FY  92-96  Medical  Facility  Development  Plan  (MFDP) , 
Tampa  was  shown  for  consideration  in  FY  94  based  on 
progress  made  with  design  development.  Projects  in  the 
assessment  with  scores  lower  than  the  Tampa  SCI  project 
were  Honolulu  new  medical  center  and  regional  office; 
Dallas,  Ann  Arbor,  and  Buffalo  -  Clinical  Additions; 
Hampton  and  Boston  -  Ambulatory  Care  Additions;  and 
Huntington  -  Research  Addition.  Of  these,  Congress 
funded  Ann  Arbor  in  FY  93  without  a  VA  request.  Dallas 
had  completed  working  drawings  and  was  funded  in  FY  93 . 
None  of  the  other  projects  have  been  included  in  a  budget 
request.  Congress  has  provided  design  funding  for  the 
Huntington  project.  All  of  the  projects  in  the 
President's  budget  for  FY  94  have  higher  priority  scores 
than  the  Tampa  SCI  project.  The  Tampa  SCI/Energy  Plant 
is  reflected  in  FY  9.7  in  the  FY  94  -  98  MFDP.  Only  the 
Honolulu  project  has  a  lower  score  than  the  Tampa  SCI 
project  in  the  FY  94  -  98  Medical  Facility  Development 
Plan. 

Priority  scores  are  reviewed  and  updated  whenever  the 
scope  of  a  project  changes  or  a  significant  development 
milestone  is  reached. 

Question:  3.  I  would  like  to  know  the  criteria  the  Department  used 
in  determining  which  projects  would  be  included  in  the 
budget  request. 


Answer:  The  first  criterion  for  project  selection  is  the  degree 
of  development  that  a  project  has  completed.  This  is 
accomplished  to  assure  that  funding  can  be  obligated  for 
completion  of  construction  drawings  or  construction 
beginning  the  year  it  is  appropriated.  Projects  that 
qualify  are  then  prioritized  and  the  highest  scoring 
projects  are  submitted,  consistent  with  projected 
funding.  Projects  in  VA's  major  construction  program  are 
evaluated  and  rated  using  VA's  "Methodology  for 
Prioritizing  Major  Construction  Projects".  The  Tampa 
SCI/Energy  Plant  was  rated  under  three  project 
categories;  Clinical  Improvements,  Environmental  and 
Boiler.  Points  are  assigned  under  each  project  category, 
reflecting  the  degree  of  compliance  with  criteria  such  as 
program  planning  status,  physical  deficiencies, 
functionality,  space  deficiency,  number  of  improved  beds , 
degree  of  compliance  (authorized  space,  handicapped 
accessibility,  life-safety) ,  physical  condition,  age, 
capacity,  and  operational  efficiency.  Points  are 
multiplied  by  programs  emphasis  weights  that  reflect 
system-wide  priorities  to  derive  the  priority  score. 
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Question:  4A .  Can  VA  begin  the  working  drawings  before  the 
construction  dollars  are  appropriated  by  Congress? 

Answer:  Construction  documents  contracts  are  funded  from  the 
Design  Fund  line  item  in  the  Construction,  Major  Projects 
Appropriation.  Each  year,  VA  is  required  to  submit  to 
OMB  and  Congress  a  list  of  projects  that  will  be  funded 
from  the  Design  Fund  line  item.  The  Tampa  SCI  Unit 
project  was  not  included  in  the  FY  1993  Design  Fund  List. 
Consequently,  VA  cannot  award  a  construction  documents 
contract  at  this  time.  Should  Congress  appropriate 
design  dollars  in  FY  1994  for  the  Tampa  SCI  Unit,  VA 
would  award  a  construction  documents  contract  as  soon  as 
the  appropriation  is  available. 

Question:  4B.  If  Congress  must  appropriate  construction  monies 
before  VA  begins  the  working  drawings  for  a  project  and 
the  preliminary  drawings  have  been  complete  for  the  Tampa 
project,  why  has  the  Administration  not  included  the 
Tampa  project  in  its  1994  Budget  request. 

Answer:  The  Department's  Congressional  Budget  submission  contains 
projects  in  order  of  priority  scores  up  to  the  limit  of 
available  dollars. 

Question:  5.  If  Congress  does  not  appropriate  construction  money 
in  the  fiscal  year  1994  budget,  when  would  be  the 
earliest  that  construction  could  begin?  Once  construction 
starts,  how  long  will  it  take? 

Answer:  When  the  project  is  included  in  a  budget  submission,  VA 
will  begin  preparation  of  contract  documents  utilizing 
the  prior  year  design  fund.  Construction  would  begin  in 
the  late  Summer  of  the  year  in  which  construction  funds 
were  appropriated.  Construction  will  take  approximately 
2  8  months. 

Question:  6.  Do  you  expect  the  delays  to  have  any  effect  on  the 
final  cost  of  the  Tampa  project? 

Answer:  Yes.  It  is  anticipated  that  the  project  will  increase  by 
the  rate  of  inflation  experienced  between  now  and 
eventual  contract  award. 

Question:  7.  Have  other  construction  projects  at  the  Tampa  VA  been 
affected  by  the  delay  on  the  SCI  unit  project? 

Answer:  Upgrades  and  expansion  of  services  planned  to  backfill 
space  vacated  by  the  existing  SCI  will  be  affected. 

East  Central  Florida  Medical  Center: 


Question:  1.  VA  recently  reversed  its  decision  on  the  location  for 
the  new  East  Central  Florida  Medical  Center.  Current 
veteran  population  data  shows  that  a  greater  number  of 
veterans  reside  in  Orange  County.  How  do  you  justify 
moving  the  medical  center  from  Orange  County  to  Brevard 
County  if  more  veterans  live  in  Orange  County? 

Answer:  Orange  County  does  have  a  larger  veteran  population  than 
Brevard  County.  However,  Brevard  County  has  the  second 
largest  veteran  population  in  the  six  county  proposed 
Primary  Service  Area.  The  decision  to  locate  the  new 
medical  center  in  Brevard  was  based,  in  part,  on 
improving  access  to  a  greater  number  of  veterans. 
Veterans  residing  in  Orange  County  currently  have  access 
to  VA  care  at  the  Orlando  Satellite  Outpatient  Clinic. 
Inpatient  care  can  be  obtained  from  VAMC  Tampa  which  is 
approximately  75  miles.  There  are  no  VA  services 
provided  in  Brevard  County.  Veterans  residing  in  Brevard 
County  must  travel  to  Orange  County  (approximately  50 
miles)  to  receive  outpatient  care  and  travel  to  VAMC 
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Tampa,  over  100  miles,  for  inpatient  care. 

Question:  2.  It  is  my  understanding  that  the  Orange  County  site 
would  help  ease  the  current  patient  load  at  the  Tampa  VA 
Medical  Center  because  veterans  now  using  the  Tampa 
facility  could  obtain  future  services  from  an  Orange 
County  hospital.  Wouldn't  this  allow  the  Tampa  Medical 
Center  to  treat  a  greater  number  of  local  veterans  who 
are  currently  denied  care? 

Answer:  Placing  the  new  hospital  in  Orange  County  would  shift 
work  from  Tampa  to  Orlando.  However,  the  purpose  of 
building  the  hospital  is  not  to  shift  work,  but  rather 
enhance  access  to  undeserved  areas .  Assuming 
availability  of  resources,  VAMC  Tampa  has  the  capacity  to 
care  for  a  greater  inpatient  workload.  In  Fiscal  Year 
1992,  VAMC  Tampa  had  an  occupancy  rate  of  72  percent. 
Expanding  the  Satellite  Outpatient  Clinic  in  Orlando  will 
help  alleviate  the  over-crowded  VAMC  Tampa  Outpatient 
clinics.  In  this  regard,  outpatient  services  at  the 
Tampa  VAMC  will  be  enhanced. 
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Congressman  Rowland 

Question:  1.  In  your  opinion,  what  impact  will  a  "current 
services"  FY  94  budget  have  on  VA's  ability  to  meet  the 
increasing  demand  for  outpatient  and  long-term  care? 

Answer:  The  current  services  level  reflects  an  increase  of 
455,000  outpatient  visits,  due  mainly  to  facility 
activations  and  a  trended  increase  in  outpatient  activity 
supportable  in  the  base.  At  the  current  services  level, 
VA  nursing  home  average  daily  census  is  expected  to 
increase  by  827  in  1994.  The  requested  resources  for 
1994  will  provide  quality  health  care  to  all  eligible 
veterans  expected  to  apply  for  care  on  a  system-wide 
basis,  and  includes  adequate  funding  levels  for  drugs  and 
medicine,  equipment  and  other  items. 

Question:  2.  Can  VA  have  an  effective  resource  distribution  system 
without  establishing  clear  missions  for  each  facility? 
If  not,  why? 

Answer:  All  VA  medical  centers  have  mission  statements  approved 
by  the  Under  Secretary  for  Health.  Existing  missions  are 
the  result  of  our  strategic  planning  processes  which 
require  review  of  gaps  and  duplication  in  services  and 
which  recognize  the  need  to  establish  complimentary 
missions  for  facilities  in  close  geographic  proximity  or 
to  insure  patient  referral  and  continuity  of  care  within 
planning  networks.  Refinement  of  our  Resource,  Planning, 
and  Management  (RPM)  system  will  provide  us  with  an 
additional  tool  that  will  help  bring  together  the  pieces 
of  our  overall  planning  process  and  strengthen  our 
mission-setting  mechanism. 

Question:  3.  In  your  opinion,  what  do  you  see  as  the  greatest 
program  needs  currently  facing  VA  health  care  system? 
Does  the  FY  94  budget  adequately  address  these  needs? 

Answer:  The  greatest  program  need  facing  VA  system  is  the 
development  of  a  managed  care  health  delivery  system  and 
the  reform  of  current  VA  eligibility  criteria.  The 
center  piece  of  such  a  system  is  a  primary  care  program 
to  coordinate  and  manage  each  user  veteran's  care  while 
a  patient  in  VA  system.  The  FY  94  budget  does  not 
provide  for  a  complete  development  of  managed  care  in  VA 
facilities  nor  the  means  for  eligibility  reform. 

Question:  4.  In  your  opinion,  is  VA  moving  aggressively  to  provide 
greater  access  to  long-term  care  services?  If  yes,  how 
is  this  being  accomplished? 


Answer:    VA  has  made  incremental  efforts  to  improve  access  to 
long-term  care  services. 

VA  plans  to  increase  its  long-term  care  programs  by 
approximately  3  percent  in  FY  1993.  Average  daily  census 
(ADC)  is  expected  to  increase  by  approximately  1,500  in 
FY  1993.  The  majority  of  the  increase  is  in  institutional 
care  (nursing  home  and  domiciliary  care) .  However,  VA  is 
planning  to  expand  its  noninstitutional  programs  by 
diverting  up  to  15  percent  of  the  Community  Nursing  Home 
Program  (CNH)  budget  for  community-based  services.  (VA 
estimates  that  less  than  half  of  the  15  percent  will 
actually  be  diverted  from  the  CNH  budget  in  FY  1993.) 
These  services  would  treat  patients  in  need  of  nursing 
home  care  in  their  homes  and  communities.  VA's  plan  for 
diverting  funds  will  expand  from  the  Contract  Adult  Day 
Health  Care  Program  (CADHC)  and  implement  a  program  of 
Homemaker/Home  Health  Aide  services  (H/HHA)  under  P.L. 
101-366.  This  initiative  will  commence  in  June  1993. 
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Question:  5.  To  put  it  in  perspective  for  the  members  of  the 
committee,  what  does  "no  new  FY  94  research  grants"  mean 
for  the  continued  success  of  VA's  medical  research 
programs? 

Answer:  In  FY  1994  we  plan  to  fund  only  those  medical  research 
projects  that  have  previously  been  recommended  for 
funding  with  highly  desirable  priority  scores  by  merit 
review  boards  and  are  ongoing,  e.g.,  not  due  for  review 
for  competitive  renewal.  Although  our  inability  to  fund 
new  or  "competing  renewal"  medical  research  projects  will 
result  in  missed  scientific  opportunities  and  staff 
recruitment  and  retention  problems,  we  will  be  able  to 
preserve  our  core  (but  reduced)  research  capabilities  and 
output . 

Question:  6.  As  a  general  role,  are  VA  researchers  typically  long- 
time and/or  career  VA  employees?  What  are  the 
implications  for  the  delivery  of  quality  care  if  VA 
begins  to  lose  these  dedicated  individuals? 

Answer:  Seventy  five  percent  of  medical  research  investigators 
are  clinicians  (career  employees)  with  established 
research  careers.  The  remaining  2  5  percent  are  both 
career  and  non-career  basic  scientists,  who  are  also 
established  researchers. 

Any  loss  of  research-oriented  health  care  personnel  could 
decrease  quality  of  care,  e.g.,  by  weakening  medical 
school  affiliations,  and  diluting  the  level  of  scientific 
professionalism.  We  will  minimize  such  effects  by 
exploiting  the  research  opportunities  that  remain  in  VA, 
administering  our  resources  efficiently  and  equitably, 
and  communicating  candidly  the  reality  of  resource 
constraints . 

Question:  7.  Increased  waiting  times  and  infrastructure  decay  are 
examples  of  the  impact  of  chronic  underfunding .  What 
other  visible  impacts  are  currently  being  seen  due  to 
prior  years  funding  shortfall? 


Answer:  VA's  staffing  ratios  are  generally  lower  than  those  of 
private  sector  hospitals  despite  the  age,  complexity,  and 
morbidities  of  our  patient  population.  Prior  year 
funding  shortfalls  have  delayed  or  restricted  VA's 
advancements  in  the  implementation  of  state-of-the-art 
technologies  in  the  areas  of  Automated  Data  Processing 
and  medical  equipment.  Growth  of  medical  care  programs 
has  been  restricted  based  on  availability  of  resources 
rather  than  medical  care  decisions  based  on  patient 
needs.  VA  facility  improvements  and  modernization  have 
not  kept  up  with  new  program  and  space  criteria.  This 
limits  VA's  ability  to  perform  some  needed  services  and 
to  maintain  greater  functional  and  efficient  operations. 

Question:  8.  VA's  own  construction  reorganization  report  concluded 
that  "for  VA  to  have  a  cost-effective  construction 
program,  it  is  critically  important  for  VA  to  complete 
and  implement  a  national  health  care  plan  which 
establishes  the  missions  of  all  VA  medical  centers".  Do 
you  agree  with  this  assessment? 

Answer:  Yes,  it  is  important  that  VA  develop  a  plan  which  will 
allow  it  to  be  an  active  participant  in  national  health 
care  reform  while  ensuring  that  a  comprehensive  medical 
care  system  for  veterans  is  developed  and  maintained. 
Preliminary  mission  assignments  based  on  current  services 
will  provide  a  first  step  in  evaluating  the  present  state 
of  the  system.  Once  that  has  been  determined,  plans  can 
begin  to  determine  what  a  facility's  mission  should  be 
and  what  needs  to  be  done  to  accomplish  that  mission. 
Each  facility  will  be  assigned  a  mission  which,  together 
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with  the  missions  of  other  facilities  will  ensure 
eligible  veterans  access  to  medical  services.  The 
arrangement  of  facilities  in  networks  will  provide  a  full 
scope  of  services  through  VA  or  community  resources 
except  those  which  are  to  be  available  on  a  national  or 
regional  level.  The  range  of  medical  programs  provided 
by  each  facility  will  be  consistent  with  the  mission  of 
that  facility.  The  criteria  considered  in  assigning 
network,  regional  and  national  programs  include 
demographic  considerations,  location,  relationship  to 
other  VA  facilities,  and  the  ability  to  provide  high 
quality,  efficient  services.  Allocation  of  resources  to 
support  missions  including  development  of  construction 
projects  is  an  essential  part  of  meeting  changing  needs 
of  veterans. 

Question:  9.  Lacking  clear  facility  mission  statements  at  the 
present  time,  how  can  the  Congress  ensure  that  a 
facility's  current  construction  proposals  are  consistent 
with  the  facility's  mission  of  the  future? 

Answer:  Projects  currently  proposed  for  funding  address  mainly 
accreditation,  code,  safety  and  environmental 
deficiencies.  Unless  the  involved  facilities  are  closed, 
such  corrections  need  to  be  made  for  provision  of  basic 
inpatient  services. 

Question:  10.  At  the  committee's  recent  construction  hearing  many 
of  the  witnesses  testified  that  current  VA  prioritization 
methodology  is  heavily  skewed  towards  acute  inpatient 
care  at  the  expense  of  much  needed  outpatient  and  long- 
term  care  facilities.  In  your  opinion,  does  the  FY  94 
major  construction  budget  address  this  concern? 

Answer:  The  major  construction  prioritization  methodology  was 
revised  in  1990  and  will  undergo  another  review  this 
year.  Program  emphasis  weights  have  been  changed  to 
recognize  the  increased  need  for  outpatient  improvements, 
nursing  home  care,  fire  safety  and  environmental 
improvements.  The  FY  94  budget  request  contains  two 
nursing  homes  (Baltimore  (Lock  Raven)  and  Tuskegee )  ,  and 
replacement  of  long  term  psych  beds  at  Lyons,  NJ .  It 
contains  only  projects  which  address  the  priority 
categories  mentioned  (environmental  improvements 
Muskogee,  Temple;  seismic  safety  -  Palo  Alto,  Memphis) . 
Outpatient  projects  were  considered  at  West  Haven  and  San 
Juan  but  their  rank  did  not  fall  within  available 
dollars.  A  better  perspective  of  the  impact  revision  of 
the  prioritization  methodology  had  on  VA's  budget 
submissions  is  to  combine  the  three  years  since  the 
revision.  On  that  basis  31  percent  of  funds  requested 
were  for  nursing  home  and  long  term  care,  25  percent  for 
seismic  safety  replacements,  17  percent  for  clinical 
improvements  to  acute  care  facilities,  14  percent  for 
outpatient  improvements,  9  percent  for  environmental 
improvements  to  medical /surgical  beds,  2  percent  to 
improve  access  to  care  and  2  percent  for  infrastructure 
projects.  Outpatient  and  nursing  home  care  needs  were 
also  addressed  with  a  significant  portion  of  the  minor 
construction  appropriation. 

Question:  11.  Are  the  operation  costs  of  new  facilities  factored 
into  and  included  in  the  outyears  for  budgetary  purposes? 
In  other  words,  is  the  funding  level  in  the  outyears 
adjusted  to  provide  for  these  costs  or  are  they  absorbed 
within  existing  monies? 

Answer:  The  outyear  levels  are  set  in  accordance  with  OMB  policy 
decisions  governing  baseline  estimates.  Outyear  baseline 
estimates  reflect  normal  payroll  and  inflation  allowances 
above  the  requested  budget  year  level  as  well  as  any 
administrative  adjustments  made  by  OMB. 
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Question: 


12.  What  would  be  the  impact  on  VHA  operations  if  major 
construction  funds  for  the  coming  fiscal  year  were  spent 
primarily  on  enhancing  VA's  psychiatric  and  long-term 
care  needs  as  well  as  addressing  the  most  pressing 
infrastructure  needs? 

Of  the  eight  major  construction  projects  proposed  for  FY 
94,  two  are  nursing  home  care,  two  correct  major 
infrastructure  seismic  deficiencies  and  there  is  one  new 
psychiatric  building.  The  remaining  three  projects 
proposed  for  FY  94  address  significant  space  and 
functional  needs  for  services  and  programs  provided  by 
the  affected  medical  centers  under  their  currently 
assigned  missions.  While  psychiatric,  long-term  care, 
and  infrastructure  needs  are  high  priorities,  other 
priorities  such  as  expanding  outpatient  programs,  patient 
privacy,  space  and  functional  problems,  and  the 
establishment  of  new  programs  in  underserviced  areas  are 
essential  to  maintain  VA's  networks  to  accommodate  a 
continuum  of  care  for  veteran  patients  that  will  provide 
a  variety  of  services  which  includes  psychiatric  and 
long-term  care  needs  as  well  as  other  subspecialty  needs 
at  acute  centers . 

13.  GAO  stalas  that  Congress  should  proceed  cautiously 
with  construction  of  additional  VA  capacity  until  reforms 
to  the  national  health  care  system  and  VA^s  eligibility 
take  shape.   Do  you  agree  with  this  position? 

Answer:  VA  does  not  agree.  Projects  currently  proposed  for 
funding  address  mainly  accreditation,  code,  safety  and 
environmental  deficiencies.  Unless  the  involved 
facilities  are  closed,  such  corrections  need  to  be  made 
for  provision  of  basic  inpatient  services. 

Question:  14.  How  can  VA  continue  to  build  new  and/or  replacement 
facilities  without  first  defining  the  future  missions  of 
its  existing  medical  centers? 

Answer:  Most  of  the  projects  in  the  proposed  Medical  Facility 
Five  Year  Plan  address  shortfalls  in  capacity  to  provide 
primary  care  services  or  correct  safety,  code  and 
accreditation  deficiencies.  Development  of  future 
missions  in  a  VHA  health  care  plan  may  reduce  the  size  of 
some  projects  reflected  in  future  plan  years,  but  is  not 
likely  to  eliminate  the  need  for  the  currently  targeted 
corrections,  unless  closures  are  contemplated.  Projects 
in  the  FY  94  budget  request  are  not  expected  to  be 
impacted  by  future  missions  assignments  to  their  host 
medical  centers . 


Question: 


Question:  15.  VA's  own  construction  reorganization  report 
concluded  that  "for  VA  to  have  a  cost-effective 
construction  program,  it  is  critically  important  for  VA 
to  complete  and  implement  a  national  health  care  plan 
which  establishes  the  missions  of  all  VA  medical 
centers."  Do  you  agree  with  this  assessment? 

Answer:  Yes,  it  is  important  that  VA  develop  a  plan  which  will 
allow  it  to  be  an  active  participant  in  national  health 
care  reform  while  ensuring  that  a  comprehensive  medical 
care  system  for  veterans  is  developed  and  maintained. 
Preliminary  mission  assignments  based  on  current  services 
will  provide  a  first  step  in  evaluating  the  present  state 
of  the  system.  Once  that  has  been  determined,  plans  can 
begin  to  determine  what  a  facility's  mission  should  be 
and  what  needs  to  be  done  to  accomplish  that  mission. 
Each  facility  will  be  assigned  a  mission  which,  together 
with  the  missions  of  other  facilities  will  ensure 
eligible  veterans  access  to  medical  services.  The 
arrangement  of  facilities  in  networks  will  provide  a  full 
scope  of  services  through  VA  or  community  resources 
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except  those  which  are  to  be  available  on  a  national  or 
regional  level.  The  range  of  medical  programs  provided  by 
each  facility  will  be  consistent  with  the  mission  of 
network,  regional  and  national  programs  include 
demographic  considerations,  location,  relationship  to 
quality,  efficient  services.  Allocation  of  resources  to 
support  missions  including  development  of  construction 
projects  is  an  essential  part  of  meeting  changing  needs 
of  veterans. 
Question:  16.  Since  VA  has  not  identified  a  mission  for  each  of 
its  medical  centers,  how  can  VA  justify  recent 
construction  requests?  Should  Congress  continue  to  fund 
major  clinical  additions  until  such  mission  statements 
are  established? 

Answer:  All  VA  medical  centers  have  mission  statements  approved 
by  the  Under  Secretary  for  Health.  Existing  missions  are 
the  result  of  strategic  planning  processes  which  require 
review  of  gaps  and  duplication  in  services  and  which 
recognize  the  need  to  establish  complementary  missions 
for  facilities  in  close  geographic  proximity  or  to  insure 
patient  referral  and  continuity  of  care  within  planning 
networks.  All  construction  projects  are  vigorously 
screened  against  assigned  missions  at  the  network, 
region,  and  national  level.  If  a  project  affects  a 
clinical  area  for  which  a  facility's  mission  requires 
clarification,  a  revalidation  of  the  project's  continuing 
need  must  occur  before  the  construction  project  proceeds. 
In  those  rare  instances  when  mission  might  change  after 
a  construction  award  has  been  made  or  construction  is  in 
progress,  subsequent  modification  of  the  space  or 
realignment  of  beds  to  a  bed  service  compatible  with  the 
revised  mission  might  be  required. 

Question:  17.  Do  the  construction  projects  contained  in  the  budget 
submission  represent  only  VA-determined  highest  priority 
construction  needs? 

Answer:  Projects  contained  in  VA's  FY  94  construction  budget 
request  were  selected  from  a  VA  pool  of  priority-ranked 
projects  under  development  for  which  it  is  believed  an 
award  can  be  made  during  FY  94  and  which  fell  in  rank 
order  within  the  available  budget  target. 

Question:  18.  What  steps  is  VA  taking  to  build  more  nursing 
home /outpatient  clinic  facilities  like  the  one  in 
Martinez . 

Answer:  There  are  two  design/build  projects  in  the  "Five  Year 
Medical  Facility  Development  Plan",  Bay  Pines  (Ft.  Myers) 
Nursing  Homes  Care/Outpatient  Clinic  and  Brevard  County 
(Orlando  Area)  Nursing  Home  Care/Outpatient  Clinic. 
Others  will  be  dependent  on  the  outcome  of  VA's  mission 
as  part  of  health  care  reform  and  subsequent  health  care 
needs . 

Question:  19.  Please  provide  the  Committee  with  a  list  of  all 
major  construction  projects  completed  in  the  last  five 
years  that  have  received  some  form  of  funding  that  have 
not  come  up  through  VA's  prioritization  process. 


The  following  list  of  major  construction  projects  have 
received  design  or  construction  funding  in  the  last  five 
years  and  would  not  have  been  candidates  for  funding  if 
such  a  decision  were  to  have  been  made  solely  on  the 
basis  of  VA's  prioritization  methodology. 
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VAMC 

Ann  Arbor,  MI 
Beckley,  WV 
El  Paso,  TX 
Gainesville,  FL 
Madison,  WI 
Miami,  FL 
Mountain  Home , TN 
Saginaw,  MI 
Tampa 


PROJECT  FUNDING  YEAR 

Clinical  Addition/Research    91/92/93 

Land  Purchase  92 

Replacement  Amb  Care  91/93 

Amb  Care/Psych  Facility  90D 

Central  A/C  89 

Parking  Garage  91 

Laundry /Warehouse  91 

Nursing  Home  Care  89 

SCI  90 


Question:  20.  Please  provide  the  committee  with  a  list  of  all 
major  projects  completed  in  the  last  five  years  which 
opened  with  some  beds  not  in  operation  due  to  lack  of 
funds  or  staff  or  which  received  partial  funding  for 
needed  FTEE. 

Answer:  All  major  construction  projects  completed  in  the  past 
five  years  have  been  fully  activated.  VA  has  been  able 
to  fully  activate  these  projects  in  spite  of  activation 
resource  limitations. 
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Congressman  Sangmeister 

Question:  1.  Public  Law  102-54  authorizes  a  transitional  housing 
loan  program  and  specifies  that  the  loans  be  provided 
from  the  General  Post  Fund  to  non-profit  organizations 
for  transitional  housing  for  homeless  veterans.  The 
amount  of  any  one  loan  cannot  exceed  $4,500,  and  the 
total  loans  outstanding  cannot  exceed  $100,000.  How  many 
loans  have  been  made  to  date? 

Answer:  Section  8  of  Public  Law  102-54  authorized  the  Secretary 
of  VA  to  make  loans  to  non-profit  organizations  to  assist 
in  the  provision  of  transitional  housing,  exclusively  for 
veterans  who  are  in  (or  who  have  recently  been  in)  a 
program  for  the  treatment  of  substance  abuse. 

To  date,  no  loans  have  been  made  under  the  Transitional 
Housing  Loan  Program. 

Although  Public  Law  102-54  stated  that  loans  "shall  be 
made  from  the  special  account  of  the  General  Post 
Fund.  .  .  "  it  was  later  determined  by  OMB  that  this  program 
was  subject  to  Credit  Reform. 

Therefore,  prior  to  implementation,  it  was  necessary  for 
appropriations  language  to  be  included  in  the  1992 
Supplemental  of  the  President's  1993  budget  which  was 
passed  in  late  September  1992.  Due  to  being  subject  to 
Credit  Reform,  funds  for  loans  will  be  borrowed  from  the 
Treasury  at  a  specified  percent  of  interest,  with  the 
General  Post  Fund  used  for  subsidy  costs  and 
administrative  expenses. 

The  amount  of  $70,000  has  been  budgeted  for  the  making  of 
loans  in  FY  93  .  The  General  Post  Fund  will  cover  default 
rate  ($7,000)  required  under  Credit  Reform.  An 
additional  $50,000  of  General  Post  Funds  have  been 
budgeted  for  administrative  costs  associated  with  program 
implementation.   Equal  amounts  are  budgeted  for  FY  94. 

A  VHA  Directive  to  implement  the  Transitional  Housing 
Loan  Program  has  been  written,  which  provides  policy  and 
guidance  for  program  operation  as  well  as  a  loan 
agreement  which  addresses  legislative  requirements.  A 
loan  application  has  also  been  developed  and  recently 
designated  as  an  official  VA  form. 

Financial  mechanisms  are  currently  being  designed  to 
address  rates,  fees,  and  penalties  to  be  included  in  the 
loan  instrument.  Also,  procedures  are  being  developed  by 
the  Deputy  Assistant  Secretary  for  Financial  Management 
to  address  issuance  of  loan  proceeds,  repayment 
procedures  and  follow-up  actions  to  be  taken  for 
delinquent  loans. 

Mental  Health  and  Behavioral  Sciences  Service  has  been 
working  closely  with  Social  Work  Service  and  Offices  of 
General  Counsel,  Finance,  Facilities,  Administration,  and 
Resource  Management  during  the  past  several  months  to 
prepare  for  full  implementation  of  this  program  by  FY  94. 

Question:  2.  Public  Law  102-590  authorized  VA  to  provide  grant 
support,  up  to  65%,  to  assist  in  establishing  new 
programs  to  furnish  outreach,  rehabilitative  services, 
vocational  counseling  and  training,  transitional  housing 
assistance  as  well  as  authorized  certain  per  diem 
payments  .  Why  has  no  funding  been  provided  in  the  Fiscal 
Year  1994  budget? 


Answer:  The  FY  1994  budget  identifies  funding  to  allow  continued 
expansion  of  VA's  existing  programs  for  homeless 
veterans.   These  existing  VA  programs  offer  a  wide  range 
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of  treatment  and  assistance  services  to  homeless  veterans 
that  include  outreach,  rehabilitation,  vocational 
counseling  and  training  and  transitional  housing 
assistance  and  are  subject  to  rigorous  monitoring  and 
evaluation  procedures.  VA's  highest  priority  for  new 
funding  is  to  provide  resources  to  activate  new  VA 
facilities  and  expand  existing  VA  programs  in  order  to 
address  the  needs  of  homeless  veterans. 

Question:  3.  HUD  has  dedicated  750  Section  8  Housing  vouchers  for 
homeless  veterans.  VA's  responsibility  in  this  joint 
initiative  is  to  provide  ongoing  clinical  and  case 
management  services  so  that  homeless  veterans  with  mental 
illnesses  and/or  substance  abuse  disorders  can  remain  in 
permanent  housing.  Are  funds  contained  in  the  Fiscal 
Year  1994  budget  to  provide  for  the  case  managers,  etc., 
involved  with  homeless  veterans  who  receive  these  new 
Sections  8  vouchers. 

Answer:  Yes.  A  portion  of  the  funds  identified  in  the  FY  1994 
budget  to  expand  VA  treatment  and  assistance  programs  for 
homeless  veterans  will  be  used  for  case  managers  who  will 
assist  homeless  veterans  receiving  these  new  dedicated 
Section  8  Housing  vouchers  from  HUD. 

Question:  4.  The  Department  of  Health  and  Human  Services  is  in  the 
process  of  developing  the  ACCESS  Program  in  two  sites  in 
each  of  10  states.  The  focus  of  the  ACCESS  Program  is  to 
integrate  Federal,  state,  and  local  services  for  the 
severely  Mentally  111  Homeless.  Is  VA  involved  in  this 
program? 

Answer:  Yes.  VA's  Northeast  Program  Evaluation  Center  (NEPEC)  is 
in  charge  of  the  evaluation  of  the  ACCESS  initiative.  In 
addition,  VA  (along  with  all  other  relevant  Federal 
agencies)  will  be  cooperating  at  the  local  level  when  the 
actual  ACCESS  sites  have  been  selected. 

Question:  5.  It  is  the  Committee's  understanding  that  VHA  is  using 
$250,000  from  the  FY  93  appropriation  to  support  five 
veterans  benefits  counselors  to  improve  homeless  veterans 
access  to  VA  benefits.  Are  there  any  plans  to  expand 
this  program? 

Answer:  Prior  to  the  FY  93  appropriation,  VHA  used  and  still  uses 
existing  funds  available  from  the  (HCHV)  Health  Care  for 
Homeless  Veterans  program  budget  to  support  a  full-time 
veterans  benefits  counselor  in  the  Comprehensive  Homeless 
Center  at  VAMC  Dallas,  Texas  and  a  half-time  veterans 
benefits  counselor  in  the  Comprehensive  Homeless  Center 
at  VAMC  Brooklyn,  New  York.  Thus,  an  additional  $65,000 
in  recurring  funds  is  being  used  to  support  1.5 
additional  veterans  benefits  counselors.  At  this  time, 
there  are  no  plans  to  use  funds  from  the  FY  1994 
appropriation  to  support  additional  veterans  benefits 
counselors . 

Question:  6.  Public  Law  102-590  also  authorized  the  establishment 
of  four  comprehensive  demonstration  centers  for  homeless 
veterans.  Are  plans  underway  to  establish  these  centers 
and  have  funds  been  budgeted  for  this  program? 


Answer:  P.L.  102=590  authorized  a  pilot  demonstration  program  to 
include  four  centers  for  homeless  veterans.  The  law  made 
implementation  of  the  demonstration  program  subject  to 
specific  appropriations.  No  funds  have  been  appropriated 
for  the  program.  While  no  new  funding  has  been  budgeted 
specifically  for  the  purpose  of  activating  these 
comprehensive  demonstration  centers,  several  VA  medical 
centers  did  receive  FY  93  funds  to  expand  the  range  and 
scope  of  their  existing  services  for  homeless  veterans. 
Some  of  these  facilities  may  request  designation  as 
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Comprehensive  Homeless  Centers  in  the  near  future. 


Question:  7 


Answer 


It  is  the  Committee's  understanding  that  eighty 
percent  of  VA  guaranteed  home  loans  are  currently 
no-downpayment  loans.  This  means  that  if  the  Congress 
enacts  a  higher  loan  fee,  the  loan  to  value  ratio  for 
these  loans  will  be  102  percent.  If  the  veteran 
experiences  any  financial  difficulty,  this  could  result 
in  an  outstanding  mortgage  amount  higher  than  the 
appraised  value  of  the  property.  Wouldn't  this  loan  be 
more  apt  to  go  to  foreclosure  since  it  is  unlikely  that 
a  VA  loan  higher  than  the  appraised  value  would  be 
assumed?  Does  your  budget  analysis  take  into 
consideration  an  increased  foreclosure  rate  as  a  result 
of  this  proposal? 

There  is  substantial  amount  of  data  available  that 
supports  the  real  estate  industry  precept  that  the  higher 
the  loan  to-value-ratio  (LTV)  the  greater  the  frequency 
of  foreclosure.  However,  we  do  not  believe  that  a  75 
basis  point  increase  on  loans  which  already  have  an  LTV 
over  100  will  increase  the  rate  of  foreclosure  to  a 
significant  degree  for  either  home  purchase  loans  or 
assumptions.  Therefore,  we  do  not  anticipate  an  increase 
in  the  foreclosure  rate  in  connection  with  this  proposal. 
In  the  past  5-6  years  we  have  tightened,  and  more 
uniformly  applied,  the  credit  underwriting  standards  on 
GI  loans.  Consequently,  the  number  of  foreclosures 
related  to  initial  default  within  two  years  of  loan 
origination  has  decreased  sharply.  We  feel  we  are  better 
able  to  control  early  defaults  associated  with  high  LTV 
ratios . 


Question:  8 


President  Clinton's  economic  stimulus  package 
contains  several  billion  dollars  for  non-veterans  housing 
purposes.  Doesn't  a  proposal  to  increase  VA  loan  fee 
from  1.25  percent  to  2  percent  have  an  adverse  impact  on 
veterans'  housing? 

Answer-  The  President's  Budget  for  Fiscal  Year  1994  provides  for 
an  increase  of  0.75  percent  in  the  funding  fee  for  VA 
guaranteed  home  loans.  The  effect  of  the  fee  increase 
will  be  minimal,  as  the  veteran  can  include  the  increased 
fee  in  the  loan  amount.  We  support  this  fee  increase 
because  significant  savings  can  be  achieved  without 
placing  an  onerous  new  burden  on  veterans. 

Question:  9.  Should  the  Congress  enact  legislation  to  increase  VA 
loan  fee  from  1.25  percent  to  2  percent,  what  will  be  the 
effect  on  the  credit  subsidy? 

Answer:  If  Congress  passed  legislation  that  only  increased  the 
funding  fee  by  75  basis  points,  the  savings  in  credit 
subsidy  will  be  $153.4  million  in  FY  1994.  Five  year 
savings  for  this  proposal  is  estimated  to  be  $763.2 
million. 

Question:  10.  Your  budget  document  states  that  completion  of  LPS 
will  assist  loan  guaranty  staff  in  providing  timely  and 
high  quality  service.  It  is  the  Committee's 
understanding,  however,  that  current  utilization  of  LPS 
adds  more  processing  time  because  of  the  overload  on  the 
Wang  System  than  if  these  loans  were  processed  in  the 
pre-LPS  manner?  Do  you  believe  LPS,  therefore,  is 
accomplishing  its  expected  objective? 

Answer:  The  LPS  (Loan  Production  System)  project  umbrella 
contains  seven  different  ADP  modernization  initiatives. 
Two  of  those  have  been  fully  implemented  (Code  Sheet 
Elimination  and  Loan  Processing) ,  one  has  been  partially 
implemented  (LGY  Index) ,  one  is  in  place  as  a  prototype 
at  four  regional  offices  (Construction  and  Valuation) , 
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two  are  in  development  (Loan  Servicing  and  Claims  and 
Property  Management)  ,  and  one  is  awaiting  the  procurement 
and  development  (Portfolio  Loan  System) . 

Both  Code  Sheet  Elimination  (CSE)  and  Loan  Processing 
(LP)  meet  their  overall  objectives:  the  elimination  of 
an  onerous,  labor  intensive  paper  code  sheet  operation. 
Between  the  two  systems,  literally  hundreds  of  thousands 
of  coding  rejects  have  been  avoided  as  well  as  thousands 
of  hours  of  research  necessary  for  the  correction  of 
those  rejected  transactions.  Additionally,  we  have 
gained  a  greater  degree  of  control  of  the  guaranty 
request  process,  providing  both  more  timely  access  to 
guaranty  data  and  a  reduction  of  errors. 

Where  the  Wang  based  systems  have  failed  to  meet  their 
objectives  is  the  Construction  and  Valuation  (C&V) 
prototype  systems  installed  at  four  regional  offices. 
While  the  functionality  of  this  system  meets  our 
objectives  very  well,  the  response  times  provided  by 
these  systems  are  unacceptable.  To  correct  this 
situation,  VBA  is  moving  this  system  to  a  PC  based  LAN 
(Local  Area  Network)  computing  platform  which  will 
essentially  eliminate  the  present  computing  capacity 
problem.  This  migration  should  be  largely  completed 
during  FY  1994 .  Once  the  C&V  system  is  on  the  LAN 
platform,  we  believe  it  will  fully  meet  our  objectives. 

It  is  our  belief  that  the  Loan  Guaranty  ADP  Modernization 
must  be  viewed  as  a  whole  in  terms  of  judging  its 
effectiveness.  The  remaining  portions  of  the  LPS 
umbrella  of  projects  will  be  developed  and  implemented 
using  the  "  infrastructure  provided  by  the  VBA 
modernization  effort  and  the  LP  system  will  be  moved  to 
that  computing  platform.  The  capacity  provided  by  that 
computing  platform  will  be  sufficient  to  avoid  processing 
delays . 

Question:  11.  The  FY  94  budget  shows  a  reduction  of  25  FTE  Loan 
Guaranty  staff.  Won't  this  adversely  impact  your  ability 
to  create  successful  interventions  on  delinquent  loans 
and  thereby  increase  the  cost  of  operating  VA's  program? 

Answer:  The  reduction  of  25  FTE  in  FY  1994  represents  a  decrease 
in  total  program  employment  of  1.2  percent.  This 
reduction  will  be  spread  among  46  field  stations.  We 
believe  we  can  manage  the  distribution  of  resources  to 
these  stations  without  adversely  impacting  our  servicing 
efforts . 

Question:  12.  The  Administration's  FY  1994  budget  for  NCS  is 
essentially  static,  what  baseline  funding  figure  above 
the  $70.5  million  requested  has  VA  determined  to  be 
necessary  to  prevent  a  decline  in  the  operations  of  the 
NCS? 

Answer:  The  requested  level  of  $70.5  million  represents  a  level 
that  will  be  sufficient  to  prevent  any  decline  in  the 
operations  of  NCS.  It  will,  for  instance,  allow  a  net 
increase  of  five  FTE  within  the  NCS,  with  an  increase  of 
eleven  FTE  in  the  field  as  a  result  of  a  decrease  of  six 
FTE  in  Central  Office.  Other  savings  result  from 
decreased  requirements  for  the  Employee  Compensation 
payment  to  the  Department  of  Labor  and  from  reductions  in 
planned  spending  for  replacement  equipment.  The  revised 
replacement  equipment  funding  level  will  permit  NCS  to 
maintain  the  progress  achieved  through  1993  against  the 
replacement  equipment  backlog,  but  it  will  not  permit 
further  progress  to  be  made  in  1994 . 

Question:  13.  The  FY  94  budget  states  that  the  equipment  backlog 
will  be  reduced  to  $5.8  million  at  the  end  if  FY  1993  and 
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that  an  additional  $3  million  is  scheduled  for  new 
replacement  in  FY  1994.  If  this  is  the  case,  and 
considering  the  current  budget  climate,  it  appears  that 
increases  will  continue  to  mount  in  the  area  of  equipment 
backlog.  If  so,  how  does  NCS  plan  to  address  this 
concern? 

Answer:  By  the  end  of  1993,  the  backlog  of  equipment  in  need  of 
replacement  will  be  reduced  to  $5.8  million.  With  the 
need  to  reduce  the  Federal  budget  deficit,  the  National 
Cemetery  System  has  requested  only  sufficient  funding  in 
1994  to  maintain  the  progress  already  made  against  the 
backlog;  no  further  progress  will  be  made  that  year.  In 
a  different  budgetary  climate  the  National  Cemetery 
System  would  have  preferred  a  higher  level  of  funding  in 
order  to  continue  the  progress  already  made,  but  with  the 
sacrifices  being  asked  of  all  Americans  by  the  President 
and  the  Congress  in  order  to  reduce  the  deficit,  we  feel 
this  is  a  reasonable  funding  request. 

Question:  14.  Recent  VA  budgets  have  included  funding  to  support 
the  implementation  on  a  burial  Operations  Support  System 
(BOSS)  and  to  update  and  convert  the  Automated  Monument 
Application  System  (AMAS) .  Does  the  FY  94  budget  contain 
adequate  funding  for  these  systems? 

The  National  Cemetery  System  has  adequate  resources  to 
support  both  BOSS  and  AMAS.  Validation  testing  has 
already  started  on  BOSS  at  Quantico  National  Cemetery. 
Installation  will  begin  at  the  national  cemeteries  before 
the  end  of  fiscal  year  1993,  and  the  system  will  be  fully 
operational  by  the  start  of  fiscal  year  1995.  AMAS 
redesign  efforts  in  1994  will  consist  solely  of 
preliminary  analysis  and  study  of  design  alternatives, 
which  will  be  performed  in-house  within  the  current 
staffing  levels.  Funding  for  software  development  and 
hardware  will  not  be  required  before  fiscal  year  1995. 
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Congressman  Stump 

Question:  1.  How  many  of  the  25  fewer  FTEs  proposed  in  the  FY  1994 
budget  for  the  home  loan  guaranty  program  currently 
perform  a  loan  servicing  function? 

Answer:  No  decisions  have  been  made  as  to  what  specific 
functions,  within  the  Loan  Guaranty  Program,  will  receive 
less  FTE  resources.  These  decisions  are  made  at  each 
regional  office  after  the  allocation  of  resources  for  FY 
1994  are  made  by  Central  Office  and  the  Regional 
Directors.  This  allocation  usually  occurs  in  August  or 
September . 

Question:  2.  Was  the  25  FTE  cut  in  the  loan  guaranty  program  part 
of  the  original  VA  submission  to  OMB?  If  so,  how  does 
that  fit  with  VA's  own  estimates  on  the  cost 
effectiveness  of  loan  servicing  efforts.  If  not,  did  VA 
appeal  the  passback? 

Answer:  The  25  FTE  reduction  represents  final  decisions  within 
the  Administration  in  connection  with  employment  for  the 
Veterans  Benefits  Administration.  These  decisions  take 
into  account  program  workloads  as  well  as  priorities 
established  by  top  management.  We  believe  we  can  provide 
cost  effective  loan  servicing  with  the  employment  level 
requested  in  the  FY  1994  Budget. 

Question:  The  FY  1994  budget  request  for  the  National  Cemetery 
System  of  $70.5  million  represents  a  real  cut  from  1993. 
Will  VA  be  able  to  meet  expected  workload  increases  with 
fewer  resources? 

Answer:  The  requested  level  of  $70.5  million  represents  a  level 
that  will  be  sufficient  to  prevent  any  decline  in  the 
operations  of  NCS.  It  will,  for  instance,  allow  a  net 
increase  of  five  FTE  within  NCS,  with  an  increase  of 
eleven  FTE  in  the  field  as  a  result  of  a  decrease  of  six 
FTE  in  Central  Office.  Other  savings  result  from 
decreased  requirements  for  the  Employee  Compensation 
payment  to  the  Department  of  Labor  and  from  reductions  in 
planned  spending  for  replacement  equipment.  The  revised 
replacement  equipment  funding  level  will  permit  NCS  to 
maintain  the  progress  achieved  through  1993  against  the 
replacement  equipment,  but  it  will  not  permit  further 
progress  to  be  made  in  1994 . 

Question:  4.  Budget  constraints  notwithstanding,  what  level  of 
resources- -funding  and  FTE--would  be  required  to  keep 
pace  with  workload  increases,  maintenance  and  repairs, 
and  inflation? 

Answer:  Budget  constraints  notwithstanding,  the  NCS  would  require 
$2.9  million  and  3  6  FTE  to  accommodate  workload 
increases,  maintenance  and  repairs  and  inflation. 
However,  sacrifices  are  being  asked  of  all  Americans  in 
order  to  reduce  the  deficit,  and  we  feel  that  given  the 
circumstances  ours  is  a  reasonable  funding  request. 

Question:  5.  Mr.  Secretary,  in  your  budget  submission,  GOE  Volume 
4,  page  2-5,  you  indicate  within  the  Veterans  Benefits 
Administration,  an  increase  of  92  FTE  to  be  used  to 
implement  the  DOD  Job  Training  Program.  However,  your 
testimony  mentions  the  figure  of  75  FTE,  which  is 
correct? 


Answer:  There  are  92  FTE  in  the  1994  President's  budget  to 
support  the  DOD  Job  Training  program. 

Question:  6.  Mr.  Secretary,  in  your  budget  submission  you  indicate 
a  decrease  of  11  FTE  for  FY  94  at  the  Board  of  Veterans' 
Appeals  and  that  "the  reduction  in  FTE  reflects  a  change 
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in  ceiling  rather  than  any  reduction  to  on  board 
strength."  Please  explain  what  you  mean  by  a  change  in 
ceiling . 

Answer:  The  Board  of  Veterans'  Appeals  (BVA)  has  an  FTE 
limitation  of  449  in  the  FY  1994  Budget.   BVA  started  FY 

1993  with  411  employees  and  a  FTE  ceiling  of  460.  The 
460  FTE  limitation  was  not  approved  until  the  first  week 
of  October,  1992,  which  prevented  the  BVA  from  offering 
positions  to  potential  new  hires  until  after  the  start  of 
the  fiscal  year.  BVA  cumulative  FTE  for  FY  1993  will  be 
449  FTE  because  the  hiring  and  training  time  frame  for 
40+  new  attorneys  authorized  this  year  was  staggered.  In 
order  to  achieve  optimum  training  class  size  for 
attorneys  entering  the  BVA,  all  authorized  FTE  were 
offered  positions  with  entry  dates  spread  over  the  first 
five  months  of  the  fiscal  year.  Space  considerations 
also  slowed  the  hiring  pace,  since  space  for  all 
additional  FTE  was  not  available  until  the  second  quarter 
of  the  fiscal  year.  BVA  will  enter  FY  1994  with  slightly 
more  than  449  employees  on  board.  Conservative  attrition 
estimates  will  assure  the  yearly  FTE  total  remains  at 
449. 

Question:  7.  Mr.  Secretary,  with  the  in-house  shifting  of  FTE  from 
other  programs  such  as  the  Home  Loan  Program,  Vocational 
Rehabilitation,  and  Insurance  into  the  adjudication 
claims  process,  will  these  employees  need  to  be  trained? 
And,  if  so,  what  type  of  training  will  be  required  and 
how  long  will  it  take? 

Answer:    The  shift  of  FTE  will  be  accomplished  by  setting  the  FY 

1994  staffing  ceilings  for  the  other  VBA  programs  at 
levels  that  are  lower  than  they  otherwise  would  have 
been.  These  ceilings  will  be  met  through  attrition  of 
the  existing  work  force. 

The  increased  staffing  level  assigned  to  the  CP&E  program 
will  be  achieved  through  the  hiring  of  new  employees  and, 
to  a  much  lesser  extent,  through  the  reassignment  of 
employees  from  other  programs.  It  will  take 
approximately  two  years  of  training  to  make  these 
employees  fully  proficient  in  all  aspects  of  their  jobs. 
During  that  two-year  period,  regional  offices  will  use 
these  employees  as  efficiently  as  possible,  training  them 
intensely  in  specialized  areas  (as  opposed  to  exposing 
them  immediately  to  the  whole  spectrum  of  compensation 
and  pension  claims)  and  then  directing  pertinent  sections 
of  the  workload  to  them. 

Question:  8.  With  the  impact  of  Judicial  Review  and  the  current 
remand  rate  running  over  50%,  we  understand  your 
department  is  considering  a  legislative  proposal  to 
permit  the  Board  of  Veterans  Appeals  to  render  one-member 
decisions  in  lieu  of  the  statutory  3 -member  board 
decisions.  When  can  we  expect  to  receive  your 
legislative  proposals  to  allow  one-member  decisions? 

Answer:  The  Office  of  General  Counsel  is  currently  obtaining 
intradepartmental  concurrences  on  a  draft  bill  containing 
this  and  other  proposals.  We  are  confident  the  package 
will  have  cleared  OMB  and  be  presented  to  Congress  next 
month . 


Question:  9.  Page  9  of  your  statement  indicates  continued 
commitment  to  developing  a  master  veteran  record. 
However,  the  department's  recent  331-page  report  on 
information  resources  management  only  briefly  touches  on 
this  effort. 
How  much  priority  and  funding  will  this  effort  be  given? 

Answer:    Part  of  what  is  needed  for  VA  to  function  as  a  unified 
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Department  is  ready  access  to  a  complete  picture  of  each 
veteran's  or  related  beneficiary's  past  and  current 
status  with  VA.  This  client  based  system  has  come  to  be 
called  the  Master  Veteran  Record  (MVR) .  The  MVR  will  be 
given  top  priority.  We  expect  a  cost/benefit  analysis 
(CBA)  and  requirements  document  to  be  completed  by  August 
31,  1993.  After  completion  of  the  CBA,  better  information 
will  be  available  on  the  potential  costs.  We  anticipate 
an  initial  pilot  project  should  cost  approximately 
$2,000,000. 

Question:  And,  does  VA  possess  the  in-house  capability  to  go 
forward  with  such  a  complex  integration  project? 

Answer:  The  mix  of  technical  and  management  skills  will  vary  with 
each  phase  of  the  project.  Project  management  software 
engineering,  and  other  kinds  of  technical  skills  will  be 
required  for  the  pilot.  Outside  support  will  be  needed 
to  design  and  develop  a  final  VA  MVR. 

Question:  What  kinds  of  information  will  the  record  contain? 

Answer:  Initially,  the  MVR  should  contain  three  categories  of 
information: 


Question : 


(1)  Basic  elements  of  personal  identification,  including 
the  necessary  facts  about  the  veteran's  military  service 
needed  to  determine  eligibility  for  benefits. 

(2)  Indicators  that  reflect  the  kind  and  status  of 
benefits  received  by  the  veteran  or  related  beneficiary. 
Additional  useful  indicators  might  include:  date  and 
location  of  last  VA-provided  medical  treatment,  debts 
owed  VA,  interment  information  such  as  cemetery  code  and 
plot  location,  and  appeal  status. 

(3)  Certain  important  personal  demographics  that  change 
over  the  life  of  a  veteran  and  that  needed  by  all  parts 
of  VA.  Examples  are  primary  mailing  address,  marital 
status,  and  personal  income  for  entitlement  purposes. 

10.  On  page  9  of  your  testimony  you  mention  the 
performance  measurement  system  being  developed  as  a 
result  of  the  Chief  Financial  Officers  Act  of  1990.  How 
is  this  system  going  to  improve  the  delivery  of  benefits 
to  veterans,  specifically,  timeliness  and  quality  of 
claims  processing? 


The  Chief  Financial  Officers  Act  of  1990  mandated  that 
all  government  agencies  and  departments  create  and 
maintain  a  system  of  performance  measures.  These  systems 
are  to  cover  all  activities  for  which  the  elements  are 
responsible.  The  overall  goal  of  this  system  is  to 
combine  both  financial  and  programmatic  information.  The 
initial  customers  of  the  performance  measurement  system 
were  OMB,  the  Secretary  of  Veteran  Affairs  and  the 
Assistant  Secretary  for  Finance  and  IRM.  Our  customer 
base  quickly  expanded  to  include  VA  field  facility 
managers  and  analysts . 

We  are  continuing  to  work  with  program  and  staff  office 
representatives  to  identify  and  define  objective  and 
relevant  measures  of  organizational  performance  that  deal 
with  workload,  cost,  staffing,  timeliness,  and  quality 
issues .  A  core  set  of  performance  measures  has  been 
identified  for  each  of  VA's  three  program  offices,  as 
well  as  for  selected  staff  offices.  In  our  discussions 
with  field  facility  managers,  we  quickly  realized  that  to 
examine  the  performance  of  the  complex  program  operations 
in  VA,  a  significant  number  of  measures  is  required.  VA 
program  performance  cannot  be  appropriately  summarized  by 
simply  looking  at  only  a  handful  of  measures. 
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Question: 


In  addition,  we  have  designed,  developed,  and  implemented 
the  first  phase  of  the  corporate  database  to  house  the 
performance  information.  This  corporate  database,  VA 
Performance  Measurement  System  (VAPMS) ,  allows  VACO  and 
field  staff  to  examine  their  own  performance  information 
as  well  as  to  compare  their  performance  with  that  of 
other  organizations.  In  this  regard  we  have  made  the 
system  a  completely  open  one.  The  VAPMS  is  designed  so 
that  even  those  users  with  only  minimal  ADP  expertise  can 
operate  it.  All  of  the  information  is  available  on  a 
time  series  basis,  by  month,  and  may  be  shown  at  the 
national,  regional,  and  station  levels. 

Development  and  installation  of  the  performance 
measurement  system  provides  several  benefits  to  managers 
both  in  VACO  and  in  the  field.  Since  the  system  is  an 
open  one  in  which  users  have  access  not  only  to  their  own 
performance  information  but  also  to  that  of  other 
facilities  and  other  organizational  elements,  this  gives 
managers  throughout  VA  a  better  vehicle  to  use  in 
determining  who  is  performing  well,  to  gain  insights  as 
to  what  questions  to  ask  to  ascertain  why  some  parts  of 
the  organization  are  more  successful  than  others,  and  to 
exchange  information  and  ideas  that  will  lead  to  improved 
performance  throughout  other  elements  of  the 
organization.  Also,  the  system  provides  both  current 
and  historical  data  that  allows  for  important  time  series 
analysis . 

Because  the  system  allows  managers  to  assess  how  well 
their  organizations  and/or  programs  are  functioning,  it 
promotes  positive  change  and  helps  bring  about  more 
efficient  and  cost-effective  use  of  increasingly  scarce 
resources.  Access  to  timely  and  accurate  performance 
data  helps  VA  managers  identify  current  and  potential 
future  problems  in  service  delivery  processes,  and  to 
take  appropriate  actions  to  correct/avoid  these  problem 
areas  so  that  veterans  will  receive  the  highest  quality 
of  service  delivery  possible. 

11.  Given  the  fact  the  Office  of  General  Counsel  was 
provided  3  0  additional  FTEE  in  the  FY  1993  budget,  how 
can  that  office  continue  to  maintain  defense  of  VA  before 
the  Court  of  Veterans  Appeals  (COVA)  and  its  other  areas 
of  responsibility  when  your  budget  calls  for  the 
reduction  on  FTEE  of  16? 


The  Office  of  General  Counsel  has  made  every  effort  to 
provide  the  highest  quality  legal  services  to  the 
Department.  For  many  years  our  staffing  had  been  below 
a  level  we  would  opt  to  maintain  absent  fiscal 
restraints.  While  these  restraints  have  resulted  in  some 
delays  in  timely  delivery  of  our  legal  services,  we  feel 
confident  that  sufficient  representation  of  the 
government's  interest  before  COVA.  We  believe  that 
prudent  management  of  these  limited  resources  will 
properly  support  the  President's  objective  of  reducing 
administrative  expenses  in  the  Executive  Branch.  We  have 
provided  historical  data  on  the  FTEE  base  of  the  Office 
of  General  Counsel.  The  table  below  represents  the 
President's  budget  requests  for  FTE  and  the  actual 
realized  through  available  appropriated  funding: 


1988 


1989 


1990 


1991 


1992 


1993 


1994 


Request 
Actual 


693 

678 


684 
655 


696 
662 


708@ 
638  + 


653 
664 


683 
675 


@  -  First  year  of  request  for  additional  FTE  to  support  COVA 

+  -  First  year  reimbursed  for  45  FTE  in  support  of  Medical  Care 

Cost  Recovery  (MCCR) 

Note:  FTE  numbers  do  not  include  the  FTE  funded  through  the  MCCR. 
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Question:  12.  VA's  own  construction  reorganization  report 
Oconcluded  that  "for  VA  to  have  a  cost-effective 
construction  program,  it  is  critically  important  for  VA 
to  complete  and  implement  a  national  health  care  plan 
which  establishes  the  missions  of  all  medical  centers." 

Question:  13.  As  you  know,  VA  has  yet  to  formulate  a  national 
plan.  Lacking  clear  facility  mission  statements,  how  can 
Congress  ensure  that  a  facility's  current  construction 
proposals  are  consistent  with  the  facility's  mission  for 
the  future? 

Answer:  All  VA  medical  centers  have  mission  statements  approved 
by  the  Under  Secretary  for  Health.  Existing  missions  are 
the  result  of  strategic  planning  processes  which  require 
review  of  gaps  and  duplication  in  services  and  which 
recognize  the  need  to  establish  complementary  missions 
for  facilities  in  close  geographic  proximity  or  to  insure 
patient  referral  and  continuity  of  care  within  planning 
networks.  All  construction  projects  are  vigorously 
screened  against  assigned  missions  at  the  network, 
region,  and  national  level.  If  a  project  affects  a 
clinical  area  for  which  a  facility's  mission  requires 
clarification,  a  revalidation  of  the  project's  continuing 
need  must  occur  before  the  construction  project  proceeds. 
In  those  rare  instances  when  mission  might  change  after 
a  construction  award  has  been  made  or  construction  is  in 
progress,  subsequent  modification  of  the  space  or 
realignment  of  beds  to  a  bed  service  compatible  with  the 
revised  mission  might  be  required. 

Question:  14.  How  can  you  justify  VA  continuing  to  build  new/and 
or  replacement  facilities  without  first  defining  the 
future  missions  of  its  existing  facilities. 

Answer:  Most  of  the  projects  in  the  proposed  "Medical  Facility 
Five  Year  Plan"  address  shortfalls  in  capacity  to  provide 
primary  care  services  or  correct  safety,  code  and 
accreditation  deficiencies.  Development  of  future 
missions  in  a  VHA  health  care  plan  may  reduce  the  size  so 
some  projects  reflected  in  future  plan  years,  but  is  not 
likely  to  eliminate  the  need  for  the  currently  targeted 
corrections,  unless  closures  are  contemplated. 

Question:  15.  VA  currently  has  30,000  plus  hospital  beds  closed 
due  to  lack  of  funds  to  staff  and  equip  them.  Given  the 
current  reality,  how  can  VA  justify  building  new  hospital 
beds  which  will  require  additional  funds  to  staff  and 
equip  them  when  so  many  beds  are  out  of  use? 

Answer:  There  are  many  issues  associated  with  the  closure  of  beds 
at  VA  medical  centers.  In  some  areas,  patients  are 
managed  through  enhanced  ambulatory  care  settings, 
redirecting  the  staffing  and  space  resources  to 
outpatient  activities  and  therefore  obviating  the  need 
for  additional  beds.  In  other  instances,  the  beds  may  be 
closed  due  to  severe  physical  and/or  functional 
deficiencies  with  the  space.  Costs  to  correct  these 
deficiencies  may,  in  some  cases,  preclude  the  re-opening 
of  these  beds.  This  leads  to  questions  about  where  new  or 
replacement  beds  should  be  located.  VA's  demand  for 
inpatient  beds  is  dynamic  and  is  based  on  the  changing 
demography  of  the  veteran  patient  population.  VA's 
Medical  Facility  Development  Plan  is  aimed  at  meeting  the 
long-range  need  for  beds  based  on  demographic 
projections.  VA  is  making  plans  to  meet  these  present  as 
well  as  future  geographical  needs  through  closures, 
renovations,  and  new  construction. 


Question:  16.  In  the  semi-annual  report  on  the  progress  of  the 
Indian  School  land  exchange  in  Phoenix,  it  is  stated  that 
the  facility  development  plan  for  VAMC  Phoenix  indicates 
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a  need  to  double  the  capacity  in  order  to  meet  the  needs 
of  Arizona's  veterans.  Yet,  the  Phoenix  facility  isn't 
even  in  VA's  five-year  plan.  How  many  other  FDPs 
demonstrate  a  need  for  doubling  current  capacity? 

Answer:  What  the  FDP  actually  states  is  that  VAMC  Phoenix, 
overall,  is  25  percent  deficient  vs.  allowable  criteria 
space.  It  is  in  the  area  of  outpatient  facilities  where 
the  need  is  most  pressing.  Ambulatory  Care,  for  instance, 
is  58  percent  deficient.  The  Phoenix  project  is  currently 
estimated  at  between  $45  and  $50  million.  It  will  be 
budgeted  consistent  with  nationwide  priorities  and 
available  budgetary  resources. 

The  FDP  for  Phoenix  did  not  indicate  a  need  to  double 
capacity.  None  of  the  83  completed  FDPs  have  ever  stated 
such  a  drastic  need.  The  need  to  expand  or  improve 
outpatient  facilities  is  a  recurrent  outcome  of  FDP 
study.  Across  the  system  we  have  identified  a 
significant  need  to  upgrade  ambulatory  care  services.  A 
recent  review  of  systemwide  needs  found  about  150  minor 
projects  at  an  estimated  cost  of  about  $250  million,  as 
well  as  about  50  major  projects  valued  at  over  $1.3 
billion. 

Question:  17.  The  Nursing  Home  Care  Unit  at  Prescott  was  built 
with  only  60  beds  although  I  repeatedly  stated  the  need 
for  120.  As  I  anticipated,  the  unit  was  full  the  first 
day  it  opened  and  has  consistently  maintained  a  waiting 
list.  How  can  this  committee  be  assured  that  VA's 
planning  takes  into  account  the  true  demand  for  care? 

Answer:  VHA  planning  process  has  consistently  been  directed 
towards  a  true  demand  for  care.  In  the  area  of  nursing 
home  care,  our  demand  for  care  mirrors  the  private 
community's  utilization  rate  of  care  based  upon  age 
groupings . 

However,  VA  limits  its  planning  to  a  16  percent  market 
share  of  the  total  nursing  home  care  need.  We  have 
determined,  that  even  with  this  planning  limitation,  the 
VHA  has  been  able  to  adequately  define  and  support  the 
nursing  home  care  needs  of  the  veteran  population.  VA 
Medical  Center  Prescott  currently  supports  approximately 
30  percent  market  share. 

Question:  17.  Design  funds  for  the  addition  of  60  beds  [at 
Prescott]  was  included  in  last  year's  appropriation's 
bill.  Is  the  design  phase  complete?  If  so,  what 
priority  is  this  project  for  construction  and  why  isn't 
the  project  included  in  the  FY  94  budget  submission? 

Answer:  The  design  program  for  the  project  is  being  developed  by 
the  VAMC  Prescott  and  is  due  in  VA  Central  Office  in 
August,  1993.  The  project  is  not  sufficiently  developed 
to  allow  a  construction  document  award  in  FY  94, 
therefore  it  could  not  be  submitted  in  FY  94.  Project 
priority  will  be  determined  at  conclusion  of  the  design 
program  in  August  1993 . 

Answer:  18.  The  Independent  Budget  states  that  the  facility 
development  planning  program  does  not  yield  accurate  data 
in  a  format  VA  can  analyze,  model  or  update  as  the  system 
and  the  veteran  population  changes.  How  do  you  respond? 

Answer:  The  Facility  Development  Planning  (FDP)  program  was 
specifically  designed  to  provide  accurate  data  in  a 
format  that  would  support  analysis  and  modeling  by  staff 
at  all  levels  of  the  organization.  The  FDP  for  each 
facility  is  meant  to  be  an  integral  part  of  the 
facility's  overall  facility  management  program  with  the 
data  updated  continuously  as  changes  occur.  A  significant 
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part  of  this  program  involves  improving  the  collection, 
maintenance,  and  use  of  facility  information  including 
development  of  supporting  computer  systems. 

A  national  FDP  information  systems  development  program  is 
being  accomplished  as  a  part  of  the  overall  FDP 
implementation  program.  Through  this  effort,  VA  developed 
systems  will  be  augmented  with  CAD  (Computer  Assisted 
Design) ,  scanning,  and  other  emerging  technologies  to 
create  a  national  data  base  and  information  system  which 
integrates  facility  images,  drawings,  text,  and  data. 
Users  throughout  VA  will  be  able  to  access  this  common 
"corporate"  data  base  to  interactively  develop  and  review 
plans  and  projects.  While  supporting  the  national  FDP 
program,  these  same  systems  and  technologies  will  also 
support  and  improve  local  facility  management  and 
operations . 

VA's  FDP  data  base  and  national  information  system  is 
being  developed  in  two  steps.  The  first  system  component 
is  a  Decentralized  Hospital  Computer  Program-based  system 
for  developing  and  maintaining  FDPs  and  Five-Year 
Facility  Plans  at  VA  medical  centers.  This  DHCP  FDP 
system  will  provide  for  the  full  integration  of  facility 
planning  into  local  program  planning  and  facilities 
management . 

The  second  FDP  system  development  component  will 
establish  a  Network/Veterans  Service  Area,  Regional,  and 
National  data  base  containing  data  from  all  the  medical 
center  DHCP/FDP  data  bases.  This  effort  will  develop  the 
capability  to  analyze,  model,  and  define  the  facility  and 
construction  requirements  to  support  strategic  health 
care  planning  for  Managed  Care  at  the  VAMC,  Network/VSA, 
Region,  and  National  system  levels.  The  national  FDP  Data 
Base  and  information  system  will  link  to  the  DHCP-based 
FDP  systems  at  medical  centers.  This  link  will  provide 
access  to  network/Geographic  Service  Area,  regional,  and 
national  information  for  use  by  medical  center  planners 
and  management  in  developing  program  and  facility  plans. 
Medical  centers,  in-turn,  will  down-load  current 
information  to  the  national  data  base  as  their  plans  are 
approved.  The  national  FDP  data  base  will  provide  current 
information  and  capability  for  state-of-the-art  executive 
decision  support  throughout  VHA. 

While  development  of  the  VAMC  and  national  FDP  data  bases 
is  under  way,  FDP  information  is  currently  being  used  to 
support  VA  planning  and  decision  making  through  manual 
and  limited  computer  analysis  of  existing  FDP 
information.  A  recent  analysis  evaluated  the  impact  of 
VA's  Primary  Care/Managed  Care  initiative  on  the  physical 
plant  and  infrastructure  within  each  natural  planning 
network.  This  type  of  study  would  not  be  possible  without 
the  FDP  program. 

Question:  19.  Earlier  VA  testimony  stated  that  VA  planning  will  be 
developed  using  veteran  population  and  demographic 
characteristics,  etc.  Traditionally  VA  planners  have 
counted  the  number  of  veterans  exiting  the  medical  center 
rather  than  assessing  for  need.  This  has  been  a  problem 
in  VA  for  a  very  long  time.  It  has  nothing  to  do  with 
politics,  rather  its  the  VA  mind-set.  If  VA  counted  the 
numbers  of  veterans  at  the  front  door  rather  than  those 
leaving  through  the  back,  VAMC  Phoenix  and  other  areas  in 
the  southwest  would  demonstrate  its  critical  needs.  When 
can  we  expect  VA  to  change  its  planning  from  a  historical 
base  to  one  that  is  future  oriented? 

Answer:  From  1990-2020,  the  veteran  population  will  decline  by 
41%.  There  will  be  over  9  million  veterans  aged  65  and 
over  by  the  year  2000,  and  this  group  will  be  nearly  two- 
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thirds  of  all  U.S.  males  aged  65  and  over.  There  will  be 
1.3  million  veterans  aged  85  and  over  in  the  year  2010. 
In  addition,  the  number  of  female  and  minority  veterans 
is  increasing  significantly. 

To  respond  to  these  dramatic  changes  in  demand  for 
veterans  health  care  services,  the  Secretary  recently 
established  the  National  Center  for  Veteran  Analysis  and 
Statistics  as  a  step  toward  an  independent,  objective, 
forward  thinking  policy  and  planning  process.  By  taking 
this  approach,  the  VA  will  be  changing  its  focus  for 
planning  from  a  historical  base  to  one  that  is  future- 
oriented.  Using  analytical  and  statistical  models,  this 
office  will  evaluate  different  methods  for  assessing 
future  needs  of  the  veteran  population.  In  addition,  the 
national  health  care  policy  currently  being  developed 
could  have  a  major  impact  on  the  VA.  Accordingly,  the 
Center  may  be  working  with  HCFA,  AHA,  and  other  agencies 
and  groups,  which  are  involved  in  the  delivery  of  health 
care  . 

Question:  20.  What  is  the  current  estimated  backlog  for  medical 
equipment?  Is  this  backlog  expected  to  decline  or  grow 
under  the  FY  94  budget  plan? 

Answer:  The  estimated  replacement  equipment  backlog  for  1993  is 
$7  56  million.  The  replacement  equipment  requirements  and 
backlogs  used  in  the  1994  budget  were  developed  from  an 
equipment  data  base  that  was  validated  in  the  field  as  to 
accuracy.  This  data  base  indicates  the  projected  year  of 
replacement.  Based  on  this  data  along  with  increased 
funding  for  inflation,  the  backlog  is  projected  to 
decline  through  1995  and  then  increase  in  the  outyears . 

Question:  21.  Of  the  $15.6  billion  medical  care  budget,  what 
percent  of  funds  are  designated  to  geriatrics  and  long- 
term  care? 

Answer:  The  1994  request  level  includes  over  $2.0  billion  for 
geriatrics  and  extended  care,  which  represents  almost  13 
percent  of  the  $15.6  billion  request.  Geriatrics  and 
extended  care  programs  include  nursing  home  and 
domiciliary  care,  Geriatric  Evaluation  and  Management 

(GEM),  respite  care,  Hospital  Base  Home  Care  (HBHC) , 
Adult  Day  Health  Care,  Community  Residential  Care,  and 
Geriatric   Research,   Education   and   Clinical   Centers 

(GRECCs) . 

The  appropriation  request  also  devotes  a  significant 
investment  in  older  veterans  beyond  the  geriatric  and 
extended  care  programs  for  their  other  clinical  care 
needs.  In  FY  1992,  an  estimated  48  percent  of  all 
workload-related  resources  supported  care  to  veterans 
aged  65  years  or  older. 

Question:  22.  There  are  currently  75  HBHC  programs  (hospital-based 
home  care)  .  How  many  new  HBHC  programs  will  be  initiated 
in  FY  94  . 


Answer : 


There  are  no  plans  to  initiate  any  new  HBHC  programs  in 
FY  94. 


Question:  23.   Will  any  new  State  homes  open  in  FY  94? 

Answer:  Yes.  It  takes  about  two  years  from  the  time  a 
construction  grant  is  awarded  until  the  State  home  is 
completed.  There  are  two  State  homes  planned  for 
completion  in  FY  94 .  These  are  for  an  additional  126 
nursing  home  beds  at  Charlotte  Hall,  Maryland,  and  a  new 
66-bed  State  nursing  home  at  Lewiston,  Idaho.  It  is  also 
possible  that  some  of  the  nine  State  homes  planned  for  FY 
93  may  slip  into  FY  94 . 
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Question:  24.  Does  this  budget  submission  take  into  account  VA's 
upcoming  National  Health  Plan?   If  so,  how? 

Answer:  VA's  strategic  planning  process  is  currently  under  review 
and  will  require  further  development  as  a  result  of  the 
changing  health  care  environment  and  pending  national 
health  care  reform.  VA  must  be  responsive  to  potentially 
dramatic  changes  in  veteran  access  and  eligibility  as 
well  as  other  federal  initiatives  in  order  to  compete  as 
a  major  player  in  health  care  reform.  Changes  in 
facilities'  missions /programs  resulting  from  changes  in 
the  health  care  environment  and  VA's  planning  process 
will  be  reflected  in  future  budget  submissions. 

Question:  25.  You  stated  at  the  hearing  that  VA  would  propose  an 
eligibility  reform  proposal  to  Congress  after  release  of 
the  report  of  the  First  Lady's  health  task  force.  You 
indicated  that  the  White  House,  with  input  from  the  VA 
would  be  deciding  the  future  structure  of  veterans' 
health  care.  Isn't  eligibility  reform  a  necessary 
prerequisite  to  answering  questions  about  VA's  national 
health  plan,  and  how  VA  would  fit  into  any  national 
reform  proposal? 

Answer:  The  future  role  of  VA's  system  depends  on  the  nature  and 
timing  of  the  upcoming  national  health  care  reforms.  The 
President  stated  that  VA  will  continue  to  play  a  major 
role  in  veteran  health  care  delivery  in  the  future.  The 
exact  form  of  the  future  VA  activities  will  depend  on  the 
needs  of  the  veteran  population  as  it  will  be  impacted  by 
the  national  health  care  reforms.  Eligibility  reform 
would  still  be  required  and  should  be  consistent  with  the 
health  care  needs  of  veterans  and  the  overall  health  care 
provider  environment . 

Question:  26.  The  FY  1994  budget  proposal  shows  the  situation  in 
the  Vocational  Rehabilitation  and  Counseling  program 
going  from  bad  to  worse  by  every  measurement  the  VA  uses 
(reference:  p.  2-75,  volume  4,  VA  FY  1994  Budget 
Submission) .  This  program  is  being  overwhelmed  by  the 
success  of  outreach  through  DTAP  to  servicemembers  about 
to  separate  from  the  military.  Rehabilitation  services 
are  so  slow  that  many  recently  separated 
service-connected  disabled  veterans  will  not  be  able  to 
wait  for  them  and  will  have  to  go  on  with  their  lives 
without  the  help  they  were  promised.  Is  this  anyway  for 
them  to  be  introduced  to  the  VA? 


Question: 


We  are  aware  of  the  importance  that  early  intervention 
plays  in  the  successful  rehabilitation  of  veterans.  VA's 
Vocational  Rehabilitation  Program  is  a  great  opportunity 
for  a  disabled  veteran.  In  1992,  3,324  veterans  were 
rehabilitated  generating  over  $67  million  in  earned 
income,  which  was  approximately  a  400  percent  increase  in 
salary.  These  tax  paying  veterans  are  now  contributing 
over  $14  million  in  state  and  federal  taxes  each  year. 
Every  effort  will  be  made  to  continue  to  provide  veterans 
with  the  best  service  possible  using  FTE  and  a  heavy 
emphasis  on  providing  services  by  qualified  contractors. 
We  are  not  only  being  overwhelmed  by  the  success  of  DTAP 
but  by  the  success  of  the  VR&C  program. 

27.  Please  explain  the  "Obligations  and  Budget 
Authority"  chart,  page  3-46  volume  5,  VA  FY  1994  Budget 
Submission.  Specifically,  why  in  the  1993  column  is  the 
figure  of  $14,845,407  for  "Budget  authority  (current 
law)"  reduced  by  the  figure  of  $202,684? 

The  $14,845,407  represents  the  President's  FY  1993  Budget 
Request  for  the  Medical  Care  appropriation  including  the 
economic  stimulus  package  which  will  require  legislative 
approval.  The  parenthetical  current  law  notation  was 
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intended  to  refer  to  the  1994  column  but  is  confusing 
when  referencing  the  1993  column.  The  reduction  of  $- 
202,684  represents  the  backing  out  of  the  supplemental 
funding  for  the  economic  stimulus  package  proposed  in  the 
President's  Budget  request.  The  current  legislation 
funding  level  is  presented  on  the  last  line  of  the  1993 
column. 

Question:  28.  If  the  reduction  is  because  of  the  amount  of  the 
economic  stimulus  is  included  in  other  1993  column 
figures  in  the  "Program,"  "Non-VA  facilities"  or 
"Financing"  categories,  which  specific  items  include  the 
economic  stimulus  and  what  is  the  amount  for  each  item? 

Answer:    The  stimulus  package  has  the  following  breakdown: 


VA  Facilities:  (dollars  in  thousands) 
Hospital  Care 
Nursing  Home  Care 
Domiciliary 
Outpatient  Care 
Total 


$128,641 
15,126 
4,  194 
54,723 

$202,684 


Question:  29.  In  the  "Increases,  Decreases"  column  of  the  chart, 
is  the  "Economic  stimulus"  item  of  $+202,684  used  to 
achieve  the  total  of  $+1,000,000  in  "Budget  authority." 
If  not,  please  explain  how  the  "Economic  stimulus  "  item 
fits  into  the  "Increases,  Decreases"  column? 

Answer:  The  Economic  stimulus  package  is  not  used  to  achieve  the 
billion  dollar  increase.  Please  see  further  explanation 
in  answer  to  question  number  30. 

The  stimulus  amount  in  the  "Increases,  Decreases"  column 
is  shown  simply  because  the  1993  column  is  presenting 
both  the  President's  Budget  request  level  and  bridging  to 
the  current  law  level  of  1993  (the  last  line  on  the 
chart .  ) 

Question:  30.  Does  the  claimed  increase  of  $1,000,000  for  the  1994 
budget  authority  for  veterans  medical  care  include  any 
monies  from  the  economic  stimulus  package  being 
considered  by  Congress  as  the  FY  1993  emergency 
supplemental  appropriation? 

Answer:  No,  the  increase  of  $1,000,000,000  does  not  include  any 
monies  from  the  economic  stimulus.  The  billion  dollar 
increase  is  calculated  from  the  current  law  1993 
appropriation  level  of  $14,643  billion  versus  the  1994 
President's  budget  request  level  of  $15,643  billion. 
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